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Abstract 
School-based health centers (SBHCs) are a directed approach for providing health services to 
students who may otherwise lack them. Over the past 40 years, the number of SBHCs has olved 
from targeting public health concerns to the development of a specific collaborative model of 
care that is responsive to the unique needs of children. The purpose of this project was to develop 
a sustainable model for the creation and implementation of a school-based nurse-managed health 
center (SB-NMHC) with the capacity to improve health access and quality, and to reduce cost, 
while also mitigating present and future health disparities within a Michigan rural community. A 
comprehensive review of the literature demonstrated SBHCs’ benefits on delivering preventive 
care, such as immunizations; managing chronic illnesses; and improving students’ academic 
performance. This project was planned as a collaboration between a school district and a 
Midwest College of Nursing. The faculty and nursing students, at all degree levels, would provide the 
expertise in SB-NMHC to include care coordination and evidence-based practice.  By drawing on the 
combined strengths of this health care delivery model and College of Nursing, development of this unique 
model for accessible, affordable, and comprehensive health services has the potential for significant 
improvements in health, educational, and quality of life outcomes for students, their families and the 
community.  Subsequently, a comprehensive business plan was developed, including a five-year pro 
forma financial statements.  
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CHAPTER 1 
Background and Significance 
 
 Oakridge Public School District, located in Muskegon Michigan, has 1,942 students  
 
enrolled in kindergarten through grade 12 (K-12), and approximately 60 students who participate  
 
in a Great State Start Readiness Program for eligible pre-school students. Approximately 75%  
 
of students in grades K-12 are eligible for the Federal free/reduced price lunch program.  
 
 Over the past ten years, this community has experienced significant change, evidenced  
 
by increasing rates of poverty, unemployment, and negative health outcomes. In Muskegon  
 
County, children under the age of 18 account for 24% of the population and account for 39.9%  
 
of  residents living in poverty (County Health Rankings and Roadmaps, 2013). Poverty among  
 
children overshadows both health and educational development reducing children’s ability to  
 
grow into healthy, productive, and successful adults (Allison et al., 2007).  
 
 In 2012, the school district’s 4- year graduation rate was 78%, including alternative  
 
education students (22% did not graduate on time). The county had 29.4% of students not  
graduating on time, 35.5% of fourth graders not proficient in reading, and 75.4% of eighth 
graders not proficient in math (Michigan Department of Education, 2012).  
 Students in seventh, ninth, and eleventh grades participated in the state’s Michigan  
Profile of Healthy Youth (MiPHY) data survey. The 2012 summary results for eleventh graders  
 
revealed: 
 
 20.9% of students are obese (at or above the 95th percentile for body mass index by age  
 
and sex). 
 
  63.5% of students were seen by a health care provider for a check-up or physical exam  
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when they were not sick or injured during the past12 months. 
 
 71.3%   of students were exposed to secondhand smoke during the past seven days. 
 
 23.3% of students were told by a health care provider that they had asthma. 
 
 52.6% of students had sexual intercourse during their lifetime.  
 
 54.7% of students, who had sexual intercourse during the past three months, used a  
 
condom.  
 
Access to Health Care 
 
The Affordable Care Act (ACA) has the potential to extend coverage to many of the 47  
 
million uninsured individuals nationwide, including 1.1 million uninsured Michiganders (Kaiser  
 
Family Foundation Fact Sheet, 2014). All states previously expanded eligibility for children to  
 
higher levels than adults through Medicaid or the Children’s Health Insurance Program (CHIP),  
 
and in Michigan, children with family incomes up to 217% of poverty (about $51,000 for a  
 
family of four) are eligible for Medicaid or CHIP (Kaiser Family Foundation Fact Sheet, 2014).  
 
The ACA will help millions of currently uninsured Michiganders gain health coverage by  
 
providing options across the income continuum for low and moderate income families, however  
 
access to a health care provider remains a huge obstacle in Muskegon County.  
 The County Health Rankings, a collaboration between the Robert Wood Johnson  
Foundation and the University of Wisconsin Population Health Institute, measure the health of  
nearly every county in the nation and rank them within states. The Rankings are compiled using  
county-level measures from a range of national and state data sources. In 2013, the Rankings for 
Muskegon County revealed mixed, but mostly dismal health outcomes. The rankings which  
examined several areas from crime and air pollution to smoking rates and premature deaths in 82 
counties, ranked Muskegon County at 67
th
 for Health Outcomes and 65
th
 for Health Factors. The 
county rankings suggest that the rate or occurrence of adult obesity, impoverished children, 
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uninsured and unemployed individuals and sexually transmitted infections (STIs) has worsened. 
For example, 33 % of the county’s youth under 18 years were in poverty during 2012 compared 
to 28 % of children in 2011. 
 The county rankings also report that there is one primary care physician for every 1,411 
residents compared to one primary care physician for every 1,067 residents in the top US 
performers. Additionally, the county rankings report one dentist for every 2,051 residents 
compared to one dentist for every 1,626 residents in the top US performers. This is especially 
troubling when the school superintendent reports that children often visit an urgent care center or 
emergency department for primary care services and that a number of children have lacked 
access to dental care resulting in abscessed teeth.  
The Role of a School-Based Health Center 
School-Based Health Centers (SBHCs) are considered one solution to reducing health 
disparities across groups. Several studies have documented that SBHCs can effectively decrease 
health care access barriers and emergency department (ED) utilization for primary care or non-
emergency events by children and adolescents (Guo, Wade, & Keller, 2008; Guo et al., 2005; 
Young, D’angelo, & Davis, 2001; Adams & Jones, 2000). SBHCs deliver primary health care, 
increasing access and utilization by providing health care in a location that is convenient for 
students and their families (Clayton, Chin, Blackburn, & Echeverria, 2010). Today, there are 
nearly 2000 SBHCs in the United States, with 57% of these established in urban, 27% in rural, 
and 16% in suburban settings (Strozer, Juszczak, & Ammerman, 2010). 
SBHCs, by the nature of their location within school walls, are designed to overcome 
many health care access barriers, including transportation, lack of primary care providers, lack of 
insurance coverage, and inconvenient appointment times because of parents working (Guo, 
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Wade, Pan, & Keller, 2010). In many SBHCs, the majority of enrolled students are uninsured or 
low income, ranging from 50% to 90% of the patient census. A study conducted by Guo et al., 
(2010) found that SBHCs are cost beneficial to both the Medicaid system and society, by helping 
to close the health care disparity gap. SBHCs have been shown to indirectly impact academic 
performance by increasing student attendance rates and grade point averages (Cusworth-Walker, 
Kerns, Lyons, Bruns, & Cosgrove, 2009). Therefore, SBHCs should be viewed as a necessary 
health service delivery model to address health care access for students.  
SBHCs are partnerships created by schools and community health organizations to 
provide on-site medical, dental and/or mental health services that promote the health and 
educational success of school-aged children and adolescents. The specific services provided by 
SBHCs vary based on community needs and resources as determined through collaboration 
between the community, the school district, and the health care providers. “Nurse-managed 
SBHCs are evolving as a vital subset  of the SBHC movement, and their numbers are likely to 
increase in light of  the demonstrated ability of nurse-managed health centers (NMHCs)  to 
deliver high quality, cost effective care” (Hansen-Turton, Nagle-Bailey, Torres, & Ritter, 2010, 
p. 25).  
NMHCs are directed by nurses in partnership with the communities that they serve. 
NMHCs address health disparities by providing accessible comprehensive primary care services 
and community health programs targeted at health promotion and disease prevention. Care is 
primarily provided by nurse practitioners, in collaboration with an interdisciplinary team of 
health professionals, including registered nurses, health educators, community outreach workers, 
and collaborating physicians.  
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SBHCs help students, their families, and the community by providing a multifaceted 
support network for physical and emotional health as well as health-promoting connections 
between clinicians, school staff, parents, students, and community. Integration of health care for 
families and community members serves as a strategy to promote overall community health 
within in which the school district benefits. Additionally, the SBHC can serve as the focal point 
for health promotion activities that can occur in the schools, community sites, and churches  
Project Summary 
This project is a joint venture with Oakridge School District (Muskegon, MI) and the 
Grand Valley State University (GVSU) Kirkhof College of Nursing (KCON).  The purpose is to 
develop a sustainable model for the creation and implementation of a school-based nurse-
managed health center (SB-NMHC) with the capacity to improve health access and quality, and 
to reduce cost, while also mitigating present and future health disparities within Muskegon 
County. The center will serve not only the students, faculty and staff of the school district, but 
community residents as well. As a “health hub” for the community, wellness and health 
programming will be integrated into the social milieu.  
The primary goal of SB-NMHC is to engage teachers, students, parents, school staff, and 
clinicians in preventive health care as well as treatment for underserved children and adolescents 
(Clayton, Chin, Blackburn, & Echeverria, 2010). Additionally, the concept for this SBHC 
extends care to medically underserved community members. KCON supports national initiatives 
to transform health care. KCON nursing students, at all degree levels, and faculty have expertise 
in care delivery competencies related to care across the continuum, care coordination, and 
evidence-based practice.  The partnership with KCON adds capacity for care delivery and health 
promotion initiatives. By drawing on the combined strengths of this health care delivery model 
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(nurse-managed care) and the KCON, development of this unique model for accessible, 
affordable, and comprehensive health services has the potential for significant improvements in 
health, educational, and quality of life outcomes for students, their families and the community.   
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CHAPTER 2 
Literature Review 
    The purpose of this chapter is to provide a review of literature that is relevant to  
sustainable and innovative models of nurse-managed health centers (NMHCs). This review is  
used to specifically guide the development of a school-based  nurse managed health center 
 (SB-NMHC) for Oakridge Public School District in Muskegon, Michigan. Search methodology, 
quality appraisal, and research related to nurse-managed and school-based health centers are 
presented as well as dominant themes based on the SB-NMHC model.  
Search Methods 
 PUBMED, MEDLINE, and CINAHL databases were searched for relevant studies using 
various combinations of the following keywords: nurse-managed health center, academic nurse-
managed health center, school-based health center, school nursing, school nurses, school nurse 
programs, academic partnerships, academic health center, nurse practitioner, advanced practice 
nurse, scope of practice, vulnerable population, payment for nursing services, practice model, 
affordable care act, and safety net providers.  
Appraisal of the Literature 
 Levels of evidence are assigned to studies based on the methodological quality of their 
design, validity, and applicability to the topic. The levels of evidence give the “grade” or strength 
of the recommendation. The literature review was appraised according to the rating system for  
the Hierarchy of Evidence (Melynk & Fineout-Overholt, 2011). The hierarchy is organized 
according to the level of research design: Level I (highest) to Level VII (lowest).  
 Level I: systematic reviews or meta-analysis of all randomized controlled trials (RCTs) 
 Level II: randomized control study 
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 Level III: control study without randomization 
 Level IV: case control or cohort study 
 Level V: systematic reviews of descriptive and qualitative studies 
 Level VI: single descriptive or qualitative study 
 Level VII: authoritative opinion of expert committee  
Role of Nurses 
 Nurses practice in many settings, including hospitals, schools, long-term care facilities, 
home care, hospice and palliative care, nurse-managed health centers, public health centers, and 
battlefields. Nurses have differing levels of education and competencies from licensed practical 
nurses to advance practice registered nurses (APRNs). According to Health Resources and 
Services Administration [HRSA], (2010) more than a quarter million nurses are APRNs, who 
hold masters or doctoral degrees and pass national certification examination. Nurses practicing in 
APRN roles include certified nurse practitioners (CNPs), clinical nurse specialists (CNSs), 
certified nurse-midwives (CNMs), and certified registered nurse anesthetists (CRNAs).  
The nurse practitioner (NP) movement began in 1965 in response to the need for 
additional primary care providers, with a particular emphasis on providing care for underserved 
and vulnerable populations. The initial emphasis was on providing care to vulnerable children, 
leading to the first educational program for pediatric NPs at the University of Colorado guided 
by Loretta Ford and Henry Silver (VanZandt, Sloand, & Wilkins, 2008). NP education and 
practice has evolved over the past several years increasing the number and capacity of highly 
trained APRNs; these nurses have at least a master’s degree in nursing, are certified by 
professional or specialty nursing organizations, and are licensed to deliver care consistent within 
their area of expertise under the laws that govern nursing scope of practice by each state (Naylor 
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& Kurtzman, 2010). Today the nation’s more than 250 NMHCs document over 2.5 million 
patient encounters annually and have the capacity to serve millions more (Ritter & Hansen-
Turton, 2008).  
 APRN practice grew rapidly in the 1970s as the health care establishment and the public 
began to appreciate and accept the newly expanded scope of nursing practice, prompting the 
American Nursing Association (ANA) Congress to publish educational standards and attempt to 
better define specialty nursing practice (Rounds, Zych, & Mallary, 2013). As APRN roles are 
recognized within the health care industry, the ANA assumed a critical role in further defining 
terminology and scopes of practice, as well as responding to challenges of an evolving health 
care market. 
 Upon graduation from an accredited advanced degree nursing program (masters, post-
masters, or doctorate), graduates are eligible to sit for a certification examination (Hittle, 2010). 
Licensure via individual state regulation is given after certification and acknowledges an 
APRN’s unique, highly developed skill set and ability to deliver patient care (Hittle, 2010). 
Kansas, New York, and California are the only states that allow NPs to practice without a 
national board certification (National Council of State Boards of Nursing, 2010). All other state 
nursing boards require certification examinations accredited by the National Commission for 
Certifying Agencies or the American Board of Nursing Specialties (Rounds, Zych, & Mallary, 
2013).   
 In an attempt to address the differences among the states where APRN licensure, 
accreditation, certification and education are a concern, stakeholders developed the APRN 
Consensus Model. The model was developed through a collaborative process involving 
representatives from licensing agencies, educational institutions, certifying bodies, and 
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professional organizations. The goal of the model is to create consistency and it has been 
endorsed by 41 nursing organizations (National Council of State Boards of Nursing APRN 
Advisory Committee, 2008).  
 The definition of an APRN in the model includes requirements for: (1) completion of a 
graduate-level education program in preparation for one of four APRN roles; (2) completion of a 
national certification exam and certification maintenance; (3) advanced clinical knowledge and 
skills; (4) practice builds on the competencies of RNs by demonstrating enhanced knowledge, 
increased complexity of skills and interventions; (5) prepared to assume responsibility and 
accountability for health promotion and/or maintenance, as well as assessment, diagnosis, and 
management of patient problems, including prescription of pharmacologic and non-
pharmacologic interventions; (6) sufficient clinical experience to reflect the intended licensure: 
and (7) a license to practice as an APRN in one of four APRN roles (Summers, 2011).  
 The model requires state boards of nursing to provide oversight for the APRN and be the 
sole regulator of the APRN. Boards of nursing would be required to license APRNs as 
independent practitioners with no regulatory requirements for physician involvement (Graham, 
2011). APRNs include licensure as NPs, clinical nurse specialists, nurse anesthetists, or nurse 
midwives. APRN programs would be required to maintain national accreditation through 
established educational standards. The model requires APRNs to be nationally certified by an 
organization that is accredited by a national certification accreditation body and must entail 
psychometrically sound, legally defensible standards for APRN certification examinations 
(Graham, 2011). Programs providing APRN education must be accredited by a nursing 
organization that is recognized by the US Department of Education and/or the Council for 
Higher Education Accreditation, be pre-approved, pre-accredited, or accredited prior to 
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admitting students, and ensure that graduates of the program are eligible for national certification 
and state licensure ((National Council of State Boards of Nursing APRN Advisory Committee, 
2008; American Nurses Association [ANA], 2008).   
Access to Care  
 The Affordable Care Act (ACA) provides many opportunities for the nursing profession  
to play a significant role in the redesign of health care (Kunic & Jackson, 2013). In order for  
nursing to take advantage of these opportunities, a transformation needs to occur in nursing  
practice, nursing education, and nursing leadership (IOM, 2011). It is estimated that an  
additional 32 million Americans will  need access to primary care in a system that is already  
struggling with its capacity to provide that care (IOM, 2011).  
McKinlay and Marceau (2008) predict that by 2025, physicians will no longer be 
providing primary care to the general patient population; instead, primary care will be delivered 
by non-physician providers, including NPs. According to Kirch, Henderon, and Dill (2012), the 
United States will face a shortage of more than 45,000 primary care physicians by 2020. It is also 
predicted that the primary care physician workforce is expected to decline as fewer medical 
residents choose internal and family medicine specialties (Poghosyan, et al., 2012).  
 One proposed solution to this predicted shortage of primary care physicians is to create a 
system where NPs can work with full practice authority. The IOM report (2011) proposed 
changes at the state and federal levels to allow NPs to practice to the full extent of their 
education. In 2012, eighteen states and the District of Columbia permitted NPs to diagnose and 
treat patients and prescribe medications without a physician’s involvement, while 32 states 
required physician involvement to diagnose and treat or prescribe medications, or both (Robert 
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Wood Johnson Foundation [RWJF], 2012). As of October 2014, an additional eight states 
endorsed NP independent practice (National Council of State Boards of Nursing).  
 The NP workforce represents a substantial supply of primary care providers given the  
profession’s predicted growth of 130% between 2008 and 2025 (Auerbach, 2012). However,  
changes to the legal scope of practice necessitates legislative and regulatory action, which is  
frequently slow, adversarial, and costly (Downer, Moore, & Langelier, 2013). The process  
frequently becomes a turf war between groups with unequal resources. “Incumbent  
professionals with more resources for advocacy can overpower emerging professionals with  
more modest means” (Downer et al., 2013, p. 1973). The scenario described usually occurs in  
state legislatures, with strong opposition from physician groups, despite clear evidence of safe  
and quality care provided by NPs.  
 The question of whether NPs should be permitted to practice independently should be  
decided with the understanding that they provide, and will continue to provide, quality care with  
clinical expertise and adequate training (Mullinix & Bucholtz, 2009). The need for  
primary care providers is increasing and NPs can provide services where a need exists. NPs  
should be given the respect they have earned and supported in their commitment to delivering  
high-quality health care.  
History of Nurse-Managed Health Centers 
 The beginning of NMHCs can be traced to the late 19
th
 century and the establishment of 
the Henry Street Settlement (Glass, 1989). Today’s NMHCs are significantly different in the 
scope of services provided, partly due to the growth of academic nurse-managed centers 
(ANMCs)  that place a huge emphasis on service learning experiences for undergraduate and 
graduate students. Barkauskas et al. (2004) defined ANMCs as primary care services sponsored 
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by schools of nursing and organized around nursing practice models in which the majority of 
care is provided by NPs. These centers provide community-based comprehensive primary care 
services oriented toward health promotion and disease prevention for individuals and families 
(Pohl, et al., 2004). “NMHCs are health centers directed by nurses in partnership with the 
communities that they serve. NMHCs address health disparities by providing accessible 
comprehensive primary care and community health programs aimed at health promotion and 
disease prevention” (Hansen-Turton, et al., 2004, p. 2)  
Nurse-Managed Health Center 
 Today the nation’s more than 250 NMHCs provide more than 2.5 million patient 
encounters annually and have the capacity to serve millions more (Ritter & Hansen-Turton, 
2008). The NMHC model is based on a philosophy of commitment and care, particularly for the 
most vulnerable residents of communities (Esperat, et al., 2012). NMHCs have been part of the 
United States health care system for several years, quietly and successfully providing an 
effective model of health services delivery to client groups in various sectors of the nation. These 
centers have been particularly effective in providing a safety net for medically underserved 
populations. This model of care provides basic health promotion and disease prevention 
approaches, to full service primary care, including chronic disease management programs 
(Esperat et al., 2012). NMHCs provide health services to specific populations, such as migrant, 
homeless, elderly, and correctional facility residents, while others are provided in specific 
locations to children, families and groups.  
Barriers to NMHCs 
Hundreds of thousands of vulnerable and medically underserved people access high-
quality primary health care through NMHCs annually. NMHCs are non-governmental, 
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community-based health centers that are administered by nurses in partnership with the 
communities they serve (Hansen-Turton & Ritter, 2008). Most are either academically based 
center affiliated with colleges of nursing or independent non-profits organizations. These centers 
are staffed by NPs who provide high-quality primary care to low-income, un-insured, and 
underinsured patients. Challenges confronting all NMHCs include small caseloads, 
reimbursement restrictions, and lack of financial sustainability (Oros, et al., 2001; McByrde-
Foster, et al., 2005; Ryan & Cowell, 2008). Additionally, the effect NMHCs can have on the 
quality, accessibility, and value of primary care services depends on removing the regulatory 
barriers that prevent nurses from practicing to the full extent of their education. Many physician 
groups oppose full practice authority for NPs citing concerns over patient safety and quality of 
care.  
Quality and Patient Satisfaction 
 The delivery of primary care services is going through a major redesign to increase its 
capacity to deliver high-quality cost-effective care (Poghosyan, et al., 2012). With full 
implementation of the ACA, the need for primary care will increase and serve as a significant 
opportunity for NMHCs to contribute considerably to the delivery of primary care. With an 
emphasis on prevention, chronic disease management, and cost-effective quality care, the ACA 
supports many of the priorities for advanced nursing practice.  
 In 1974, the first randomized trial (Level II), comparing nurse practitioners and physician 
primary care outcomes in Canada was published (Spritzer et al., 1974). A case load half of that 
of a physician was considered manageable for an NP, the eligible families were stratified by the 
practice of origin, and randomly allocated in a ratio of 2:1. The resulting conventional group was 
comprised of 1058 families (2796 members) equally divided between the two physicians and the 
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NP group comprised of 540 families (1519 members), equally divided among the two NPs. This 
study’s results demonstrated that patient outcome, including mortality; satisfaction; and physical, 
emotional, and social functioning; among those who were seen by nurse practitioners were 
equivalent to those seen by physicians. Following this study, the congressional Office of 
Technology Assessment (OTA) conducted two independent reviews of non-physician providers 
in the United States (LeRoy & Solkowitz, 1980; U.S. Congress, Office of Technology 
Assessment, 1986). The OTA determined that “within their areas of competence, nurse 
practitioners, physician’s assistants, and certified nurse-midwives provide care whose quality is 
equivalent to that of care provided by physicians” (U.S. Congress, Office of Technology 
Assessment, 1986, p. 5). 
Brown and Grimes, (1995) conducted a meta-analysis (Level I) evaluating patient 
outcomes of NPs and midwives, compared with those of physicians, in primary care. The sample 
included 38 NPs and 15 midwives with analysis of 33 outcomes. The authors found patients 
managed by NPs were more likely to be compliant with taking medications, keeping 
appointments, and following suggested behavioral changes than patients followed by physicians. 
Slightly more lab tests were ordered by NPs, however patient satisfaction was higher for NPs 
than physicians, and NPs had higher scores on outcomes of pathological conditions such as 
diabetes, hypertension, and otitis media. The authors noted that NPs and physicians were 
comparable on outcome measures such as overall care quality, medication prescription, 
functional status, number of visits, and emergency department utilization (Brown & Grimes, 
1995). 
Mundinger, et al. (2000) reported on a randomized trial (Level II) conducted between 
August 1995 and October 1997, with patient interviews (N = 1316) at six months after their first 
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appointment and health services utilization data recorded at six months and one year after initial 
appointment. The purpose of the trial was to compare outcomes for patients randomly assigned 
to nurse practitioners or physicians for primary care follow-up and ongoing care following an 
emergency department or urgent care visit. The results indicated no significant differences in 
patients’ health status (nurse practitioners vs. physicians) at six months (p = 0.92). Physiologic 
test results for patients with diabetes (p = 0.82) or asthma (p = 0.77) were not different. For 
patients with hypertension, the diastolic value was significantly lower for NPs’ patients (82 vs. 
85 mm Hg; p = 0.04). There were no significant differences in health services utilization at six 
months or one year.  There were no differences in patient satisfaction ratings following the initial 
appointment (p=.088 for overall satisfaction).   
Numerous randomized studies demonstrate no differences found in patient outcomes 
when patients are treated by either a physician or NP. Kinnersley, et al. (2000) conducted a 
randomized control trial (Level II) to ascertain any differences between NP care and general 
practitioner care for patients seeking same day consultations in a primary care setting. Ten 
primary care practices were selected with 1368 patient participants. Primary patient outcomes 
included patient satisfaction immediately following consultation, resolution of symptoms at two 
weeks, and resolution of concerns at two weeks. Secondary outcomes were care in the 
consultation (length of consultation, information provided), resource utilization (prescriptions, 
investigations, and referrals), follow-up consultations, and patients´ plan for dealing with future 
similar illnesses. In general, patients consulting NPs were significantly more satisfied with their 
care, although for adults this difference was not found in all practice settings. The authors 
concluded that patients managed by NPs reported receiving significantly more information about 
their illnesses, and in all but one practice, their consultations were significantly longer.  
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 A systematic review of RCTs and prospective observational studies (Level V) was 
conducted by Horrocks, Anderson, and Salisbury, (2002) to determine whether NPs can provide 
care at the point of first contact equivalent to physicians in a primary care setting. The results 
revealed that patients were more satisfied with care by an NP (standardized mean difference 
0.27, 95% confidence interval 0.07 to 0.47). No differences were found in health status. NPs had 
longer consultative time (weighed mean difference 3.67 minutes, 2.05 to 5.29) and completed 
more investigations (odds ratio 1.22, 1.02 to 1.46) than did physicians. No differences were 
noted in prescriptions, return consultations, or referrals. In some ways, quality of care was better 
for NP consultations. The authors concluded that enhancing the availability of NPS in primary 
care is likely to lead to high levels of patient satisfaction and high quality of care outcomes 
(Horrocks, Anderson, & Salisbury, 2002). 
Badger and McArthur (2003) conducted a study (Level VI) to examine selected health 
and cost outcomes of clients who sought care at an ANMC located in a high-rise public housing 
facility for low-income residents. A total of 383 clients participated in the study with the 
majority female and over age 60.   Results revealed that 93% of patients were completely or very 
satisfied with the care they received at ANMCs. The authors found that ANMCs provided the 
opportunity for patients to (a) establish therapeutic relationships with NPs; (b) eliminate barriers 
to care such as transportation; and (c) improve access to health care. 
A meta-analysis (Level I) by  Laurant et al., (2005),  on the basis of 4253 screened 
articles, of which 25 articles, relating to 16 studies, met inclusion criteria, found no appreciable 
differences between physician and NP care for outcomes of care, processes of care, resource 
utilization, or cost. Patient health outcomes were comparable for NPs and physicians, but patient 
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satisfaction was higher with nurse-provided care. NPs were more inclined to provide longer 
visits, give more information to patients, and recall patients more frequently than physicians.  
 In a systematic review of literature (Level V) published between 1990-2008, Newhouse 
et al. (2011) found that care provided by APRNs revealed outcomes of care provided by nurse 
practitioners, in collaboration with physicians, were similar to and in some ways better than care 
provided by physicians alone. The aim of this systematic review was to answer the following 
question: compared to other providers (physicians or teams without APRNs) are APRN patient 
care outcomes similar? Based on the decision to focus on care outcomes with at least three 
supporting studies, 69 studies (20 RCTs and 49 observational studies) were included in the 
outcome aggregation. The results of this review extended what was previously known about 
APRN outcomes from pervious reviews by assessing all types of APRNs over a span of 18 years, 
using an extensive inclusion of outcomes, patient populations, and clinical settings. The results 
indicated APRNs provide effective and high-quality patient care and, have a valuable role in 
improving the quality of patient care in the United States, thus alleviating concerns about 
whether care provided by APRNs can safely augment the supply of primary care physicians 
(Newhouse et al., 2011).  
 Coddington, et al. (2011) conducted a study (Level IV) for the purpose of assimilating 
evidence regarding quality of care received at a pediatric nurse managed clinic that provided 
health care for an underserved pediatric population. Services included primary care for children 
up to 21 years of age with approximately 2000 annual visits. Evidence included whether the 
clinic met selected national benchmark pediatric Healthcare Effectiveness and Data Information 
Set (HEDIS) quality indicators as wells as HEDIS targets set by the Office of Medicaid Policy 
and Planning (OMPP) in Indiana. The HEDIS measure used for immunizations was 
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“Combination Two,” which included four doses of diphtheria, tetanus, and pertussis, three doses 
of polio, one dose of measles-mumps-rubella, three doses of hepatitis B, one dose of chickenpox, 
and two doses of  haemophilus 28urlingto type B vaccine. The upper respiratory infection (URI) 
measure reported the percentage of children aged three months to eighteen years who had a URI 
during the measurement year and did not receive an antibiotic. Study outcomes suggested that 
this pediatric nurse managed clinic met or exceeded national HEDIS benchmarks of care and 
targets set by OMPP (Coddington et al., 2011).   
 NMHCs have the capacity to serve as an important safety net for patients and can 
positively affect the health outcomes for vulnerable populations (Coddington & Sands, 2008). A 
consistent theme of this literature review (Level V) was the demonstrated quality of health care 
provided by APRNs, meeting or exceeding national benchmark standards of care. Findings of 
these studies also validate the increasingly important role that NMHCs play in health care safety 
net and provided evidence of the quality of care that APRNs can and do provide (Coddington et 
al., 2011). All of this provides further confirmation of the ability of NMHCs to provide high-
quality care while improving the cost effectiveness of providing health care to vulnerable 
populations.  
Financial Implications 
 NMHCs are becoming more and more important in the US health care system in part 
because of the comprehensive and coordinated care philosophy and willingness of APRNs to 
provide care to vulnerable populations (Sefton, et al., 2011). Evidence clearly supports the 
quality of care provided by APRNs (Behkert et al., 2002; Hansen-Turton, 2005; Pohl et al., 
2007). However, the long-term financial viability of NMHCs is in jeopardy.  
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Patients without health insurance often rely on some type of safety net provider for health 
care services. Historically, NMHCs have provided care to diverse populations, including those in 
need of a safety net (Pohl et al., 2004). NMHCs play a critical role in the delivery of health care 
services to this population. These centers typically serve patients who would otherwise be 
underserved or not served at all (Coddington & Sands, 2008). NMHCs offer primary care with 
an emphasis on health promotion, disease prevention, and a focus on the family unit and 
community. Regrettably, NMHCs often struggle to remain financially viable. Several reasons 
have been attributed to failure to remain financially stable, but lack of third-party reimbursement 
is one of the most important factors. 
In 2002, the National Nursing Centers Consortium (NNCC), an organization representing 
community-based NMHCs, received a grant from the Centers of Medicare and Medicaid 
Services (CMS) to conduct an extensive evaluation (Level VI) of NMHCs in Pennsylvania. The 
purpose of the evaluation was to provide evidence of NMHCs as safety net providers. According 
to the Institutes of Medicine (IOM), safety net providers must have two distinguishing 
characteristics: (1) either by legal mandate or explicitly approved mission, they provide care to 
patients regardless of their ability to pay for services; and (2) a significant portion of their patient 
mix are uninsured, Medicaid, and other vulnerable patients (Institute of Medicine [IOM], 2001).  
 The IOM documents the following as safety net providers: Community Health Centers 
(CHCs), Federally Qualified Health Centers (FQHCs), public hospitals, and local health 
departments (IOM, 2001). Despite the long history of providing care to low-income, medically 
underserved, vulnerable populations, NMHCs are not considered safety net providers.  Serving 
as a safety-net provider, under this definition, contributes to the unstable financial environment 
that plagues NMHCs.  In this evaluation, the NNCC found that of the patients seen at all NMHCs 
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35% were uninsured, 40% were enrolled in Medicaid, 17% had commercial insurance, and 9% 
received Medicare benefits (National Nursing Centers Consortium [NNCC], 2004). These 
findings propose that NMHCs meet the IOM’s definition of a safety net provider. Insurance 
status is a metric for determining economic status and well-being. This confirms that a 
significant share of the patient mix at NMHCs is uninsured or on Medicaid, demonstrating 
vulnerability of patients served.  
A national survey (Level VI) conducted by Hansen-Turton and Ritter (2008), confirmed 
that nearly half of all major managed care organization in the US  have declined to credential 
NPs as primary care providers. Throughout the US, NPs provide primary care to underserved 
populations with comparable outcomes to primary care physicians. Managed care companies that 
credential NPs as primary care providers, reimburse at 56% of the same rate as primary care 
physicians, and 38% reimburse NPs at a lower rate than primary care physicians (Hansen-Turton 
& Ritter, 2008). An array of state and federal policies and regulations influence payment made 
for services delivered by APRNs, relative to physicians, and may inhibit optimal utilization of 
these providers in the delivery of primary care (Chapman et al., 2010).  
Coddington and Sands (2008) conducted a review of descriptive and qualitative studies 
(Level V) to assimilate evidence regarding the cost of care and the quality of care provided by 
NMHCs. The evaluation of the cost of care included break-even analysis, operating costs, 
average charges per patient visit, and cost comparisons between NMHCs and the use of 
emergency departments, urgent care, and hospital services. The literature search revealed a lack 
of Level I quality systematic reviews regarding NMHCs and cost expenditures. The results of 
this review clearly demonstrate the need for enhanced patient volume. Revenue and volume 
enhancement can be addressed by permitting NPs to participate in Medicaid and Medicare, as 
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well as third party payers. The review also supports that NMHCs decrease emergency 
department and urgent care utilization, thus reducing the overall cost of care.  
 Disparate payment policies reimburse NPs only a fraction of what is paid to physicians 
for the same services (Naylor & Kurtzman, 2010; Chapman, Wides, & Spetz, 2010)). In a 
systematic review of 131 descriptive and qualitative studies (Level V), Naylor and Kurtzman 
(2010) found that NPs receive just a portion of what physicians receive for the same service. 
Medicare, Medicaid, and private insurers typically reimburse NPs at rates that are just 75-80% of 
what they reimburse physicians for the same services. Under Medicare, NPs can bill 100% of the 
physician rate providing they bill under a physician’s provider number and are directly 
supervised by a physician. However, NPs receive only 85% of the Medicare rate under their own 
provider number.  
 Chapman, Wides, and Spetz, (2010) examined how current policies, laws, and regulations 
influence how NPs are reimbursed by a variety of payers, including Medicare, Medicaid, and 
private insurers (Level VI).  Medicare reimburses physicians according to a fee schedule, with 
fees established for each service provided. Other providers, NPs and physician assistants, do not 
have a separate fee schedule for payment of services. The federal and state governments jointly 
fund the Medicaid program, and reimbursement closely follows the Medicare reimbursement 
structure (Chapman, Wides, & Spetz, 2010).  
The Obama Administration’s Record on Supporting the Nursing Workforce Report 
(Obama Administration, 2010) identified NMHCs operated by APRNs and affiliated with 
colleges of nursing as important safety-net providers as well as essential clinical training sites for 
undergraduate and graduate nursing students. Safety-net providers serve a diverse patient 
population, including inner city and rural poor, the homeless, low-income migrant workers, the 
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uninsured and underinsured, and in some cases, Medicaid patients. NMHCs serve as one model 
for effective health delivery in providing safety-net care to medically underserved populations.  
 As a mission focused service, NMHCs face a monumental task in obtaining financial 
resources for sustainability. It is an implicit certainty that a sizable proportion of the services 
provided will have to be cross-subsidized through more stable revenue sources, such as those 
obtained through commercial and managed care contracts (Esperat et al., 2012). In this study 
(Level VI), the authors noted the financial challenges confronting NMHCs are significant, taken 
within the perspective of a complex health care environment where many large and extremely 
complicated health care organizations compete for the same health care dollars. “Policy changes 
are essential to assure that NMHCs are an integral part of the primary healthcare safety net for 
America’s vulnerable populations, and that APRNs are at the forefront of policy initiatives” 
(Esperat et al., 2012, p. 24).   
Professional Liability 
 The utilization of NPs can reduce costs in accord with another important goal of health 
reform, reducing the direct and indirect expenditures of professional liability (i.e. malpractice). 
In this study (Level V), Bauer (2010) reviewed the National Practitioner Data Bank (NPDB) 
published analysis of data from 1991 through 2008 which showed that NPs do not increase 
liability claims or costs. It was found that NPs have significantly lower rates of malpractice 
payments and lower costs per individual claim. Even though malpractice payments appear to be 
declining for all practitioners, the rate of decline is faster for NPs compared to physicians (Bauer, 
2010).  
 For the period of 1991 through 2007, NPDB entries were documented, involving 273,693 
providers of interest (Hooker, Nicholson, & Le, 2009). In this study (Level VI), the authors 
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assessed whether physician assistants (PAs) and NP utilization increases liability. On average, 
physicians made malpractice payments twice that of PAs, but less than that of APRNs (Hooker et 
al., 2009). “From a policy standpoint, it appears that the incorporation of PAs and APRNs into 
society has been a beneficial undertaking, and liability has not increased, at least compared to 
doctors” (Hooker et al., 2009, p. 15). In conclusion, evidence reinforces using NPs as one of the 
most cost-effective and feasible reforms to resolve the United States’ serious problems of cost, 
quality, and access to health care (Bauer, 2010).  
Academic Nurse-Managed Centers 
 Barkauskas et al. (2006) conducted a cross-sectional survey (Level VI) to collect patient 
and service data from ANMC directors (N = 64).  ANMCs provide primary care services 
sponsored by schools of nursing and organized around nursing practice models in which most of 
the care is provided by NPs (Barkasuskas et al., 2006).  Nearly half of the ANMCs responding 
served patients of all ages, with services representing the continuum of primary care. It was also 
noted that ANMCs provide community-focused care. These centers offer community-based 
comprehensive primary care oriented toward health promotion and disease prevention of 
individuals and families.  
These centers provide unique educational experiences for NP students, as well as other 
nursing and non-nursing students at all educational levels, to further understanding the 
community perspective of the patients served (Tanner, et al., 2003). The results of this study 
(Level VI) highlighted the important contribution the ANMCs make to student experiences, 
connecting the conceptual model learned in the classroom to the clinical practice setting and 
experience. ANMCs are innovative models of health care that provide access to primary care 
services provided by NPs and midwives along with other health care personnel. ANMCs provide 
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care to underserved or disadvantaged populations including those with limited or no insurance, 
those on Medicaid, Medicare, or other vulnerable populations.   
ANMCs provide innovative approaches to nursing care; provide students with 
educational and research opportunities; create opportunities for faculty research and practice 
development; and establish community. Pohl, et al., (2007) presented findings from six 
community focus groups that addressed the impact of ANMCs on the overall community being 
served as well as the quality of care provided in these centers (Level IV). The authors found that 
in these ANMCs, clients received patient-centered care, integrated, and continuous care in the 
context of family and community. Each ANMC reached out in the communities they served in 
unique and meaningful ways.  
Federally Qualified Health Centers 
 The term “federally qualified health center” includes three different types of health 
clinics funded under Section 330 of the Public Health Service Act and includes CHCs, migrant 
health centers, and public housing primary care centers (Pohl et al., 2011). Additionally, FQHC-
Look-Alikes meet the definition of a health center; however they do not receive 330 grant 
funding. Outpatient facilities/programs managed by tribal organizations under the Indian Self-
Determination Act or Indian Health Care Improvement Act also meet the criteria as a FQHC-
Look-Alike health center (Health Resources and Services Administration [HRSA], 2006). 
FQHCs are mandated to directly offer or arrange by referral the following services to 
underserved communities: primary health care services for all age groups,  basic lab services, 
emergency care, radiologic services, pharmacy, preventive health, preventive dental health, 
dental screening for children, behavioral health, transportation, case management, after hours 
care, and hospital/specialty care (HRSA, 2006).  
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 Federally Qualified Health Centers (FQHCs) are the largest safety net providers and 
receive funding from the Health and Resources and Services Administration (HRSA) Bureau of 
Primary Health Care (Pohl, et al., 2011). FQHCs are primarily Community Health Center 
(CHCs), though many NMHCs and ANMCs have met the criteria for this designation. The goal 
of a FQHC program is to maintain, expand, and improve the availability and accessibility of 
essential primary and preventive health care services to low-income and medically underserved 
communities (Sefton et al., 2011). This is achieved primarily by providing Medicaid and 
Medicare patient visits at enhanced levels of reimbursement. 
 Although many NMHCs meet the medical-services eligibility criteria for FQHCs, the 
latter must be governed by boards made up of at least 51% of the center’s patients (Hansen-
Turton, et al., 2010). NMHCs affiliated with colleges of nursing operate under the authority of 
the boards of their academic universities, making them ineligible for FQHC status, though some 
have affiliated themselves with existing FQHCs to overcome this obstacle (King, 2008).  
 Espertal et al. (2012) reported that a major obstacle for ANMCs ability to pursue FQHC 
status under the Public Health Services Act (PHS Act), Title III program is the issue of 
governance (Level VII).  University governing boards are unwilling to relinquish primary control 
of the ANMC to a community board. However, FQHC look-alike status can be granted by the 
Secretary under the current law, which allows them to receive federal support under PHS Act, 
Title III. This language does not include enforcement capability, which leaves enforcement 
authority to individual agencies, such as HRSA Bureau of Primary Health Care and the CMS. To 
date, only a small number of NMHCs have achieved federally qualified health care center look-
alike status (Esperat et al., 2012).  
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 NMHCs and ANMCs provide a critical safety net for vulnerable populations, yet they 
remain challenged with financial sustainability because of limited reimbursement for services 
provided. The enhanced Medicaid reimbursement is not possible unless the NHMC or ANMC 
becomes FQHC qualified.  Pohl, et al. (2011) conducted a study (Level VI) that found that 
NMHCs and FQHCs provide services to very similar diverse populations, yet funding and 
revenue differences are significant. NMHCs are inclined to rely more on grants and donations 
from the private sector as well as third party payer contracts, while FQHCs have access to 
considerable federal support that is cost based when serving vulnerable, underserved populations 
(Pohl, et al., 2011).  
School-based Health Centers 
 School-based health centers (SBHCs) are partnerships created by schools and community 
health organizations to provide on-site medical health services that promote health and 
educational success of school-aged children and adolescents. SBHCs, by their location in 
schools, are established to overcome many health care access barriers, including transportation, 
lack of health care providers, lack of insurance coverage, and inconvenient appointment times 
because of parents working. SBHCs operate in almost 2,000 schools across the United States 
(Walker, et al., 2010). These centers have demonstrated an increased access to care for high-risks 
groups, such as those living in high-poverty communities, those with no health insurance, and 
ethnic minority youth. 
 Juszczak, Melinkocich, and Kaplan (2003) utilized a retrospective cohort design (Level 
IV) to compare health care service utilization among adolescents depending on a community 
health network. The purpose of the study was to evaluate the role that SBHC play in facilitating 
access to care among low-income adolescents and the degree to which SBHCs and a community 
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health network provide comparable or complementary care. The study included 451 inner-city 
high school students who made 3469 visits between 1989 and 1993. Students with a SBHC had a 
average of 5.3 visits/year. Minority students had the highest visit rates (Hispanic, 6.6 visits per 
year; African American, 10.6 visits per year). SBHC visits were primarily for medical (66%, p < 
.001) and mental health services (34%, p < .001). Visits at the community health centers were 
97% medical (p < .001). Urgent care and emergency department use in the community health 
center system was four times more likely for adolescents who never used a SBHC ( p < .001; CI 
3.44 – 5.47). The study results supported the belief that SBHCs provide complementary services. 
It also demonstrated their unique role in improving utilization of mental health services for 
vulnerable populations.  
 SBHCs are a strategy to improve access to health care for vulnerable children. Gance-
Cleveland and Yousey (2005) conducted a study (Level IV) that compared preschoolers with 
access to an SBHC (n=130) and preschoolers without access (n=131) utilizing HEDIS measures. 
The measures included (a) well-child care, immunizations, dental care, smoke exposure; (b) 
measures of access and utilization of physical and mental health services; (c) satisfaction with 
health care; (d) barriers and facilitators to care; and (e) health insurance. Between the two 
groups, the authors found significant differences in parents’ perceptions of children’s physical 
and emotional health, self-esteem, occurrence of behavioral issues, difficulty in receiving care, 
number of hospitalizations, and satisfaction with care provided.   Findings imply that holistic 
services provided by an SBHC positively impact the health of vulnerable preschool children. 
Alison, et al. (2007) utilized a retrospective cohort study (Level IV) to compare visit  
rates, emergency department use, and markers of quality of care between adolescents who use  
SBHCs and those who use community centers. Results of the study revealed that SBHCs users  
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(N = 790) were less likely than other users (N = 925) to be insured (37% vs. 73%), they were  
more likely to have made ≥ 3 primary care visits (52% vs. 34%), less likely to have used  
emergency care (17% vs. 34%), and more likely to have received a health maintenance visit  
(47% vs. 33%), an influenza vaccine (45% vs. 18%), a tetanus booster (33% vs. 21%), and a  
hepatitis B vaccine (46% vs. 20%).   Based on the findings, the authors recommended that  
SBHCs are an effective way for health care systems to improve access to care and provide  
quality of care for underserved adolescents.   
 Another approach to providing health services for students is the coordinated school  
health program (CSHP) which brings together educational and community resources in the  
school environment for the purposes of establishing a multifaceted network for health  
education and healthful practice  (Cornwell, Hawley, & Romain, 2007). The CSHP model  
consists of eight interrelated components:  health services; health education; biophysical and  
psychosocial environments; psychological, counseling, and social services; physical education;  
nutrition services; employee health promotion; and integrated family and community  
involvement.  This broad framework of support for student health is very important in rural  
communities where resources are limited.   
 Rosa, Case, and Tholstrup (2009) conducted a retrospective study (Level VI) of CSHP  
implementation across 158 public schools in Delaware, providing K-12 education.  A double  
multivariate design was utilized to examine three levels of CSHP implementation across five 
school-level academic indicators for three years.  The following indicators were included:   
school performance, school progress, and aggregated student performance in the areas of  
reading, mathematics, and writing.  The data was collected prior to, during and following  
implementation of CHSP.  It is recognized that the primary mission of schools is the academic  
preparation of students.   The results of this study demonstrated that CSHP schools with high  
levels of implementation had better school-level performance and progress ratings. However,  
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CSHP implementation did not have an impact on reading, math, and writing indicators, though  
all groups illustrated significant improvements over time in these areas.  
 Guo, Wade, and Keller (2008) evaluated (Level IV) the impact of SBHCs on mental 
health care services and psychological health-related quality of life (HRQOL). The authors found 
that SBHCs increase the proportion of students who receive mental health services and may 
positively affect pediatric psychological health-related quality of life. It was also found that 
SBHC students with mental health problems had less costly Medicaid reimbursement compared 
with non-SBHC students.  The authors found SBHC students had significantly lower total health 
care costs (F=5.524, p=0.005) and lower costs for mental health services (F=4.820, p=0.010) 
compared with non-SBHC students. 
 Wade, et al. (2008) conducted a three-year longitudinal prospective study (Level IV) to 
examine the role of SBHCs on the impact of student health-related quality of life (HRQOL) 
among elementary and middle school children. Settings included four elementary schools with 
newly implemented SBHCs and four elementary comparison schools equivalent for rural/urban 
and state, percentage of non-white students, and percentage of free or reduced-price lunch-
eligible students. Participants included 579 student-parent dyads that were randomly selected 
from the four intervention and four comparison schools’ enrollment records. Upon adjustment 
for school and individual covariates, the authors found a significant improvement in student-
reported HRQOL over 3 years for the SBHC user group compared with the comparison school 
group (Wade, et al, 2008). Student age, gender, health insurance, and household income were 
also identified as significant predictors of student-related HQROL.  
In addition to improving access to care for high-risk groups, such as those living in 
poverty communities, and those with no health insurance, studies have demonstrated that SBHC 
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and CSHPs can positively influence students’ academic outcomes.  Vinciullo and Bradley, 
(2009) conducted a study (Level VI) to determine if there was a relationship between the CSHP 
and student academic performance. The specific hypothesis tested in this study “was the greater 
the rate of implementation of an CSHP in a state (as measured by the School Health Policies and 
Program Study 2000 questionnaire), the greater the academic achievement of students in that 
state (as measured by the National Assessment for Educational Progress, 1998, 2000), when the 
state-level of poverty is controlled” (Vinciullo & Bradley, 2009, p. 454). Results of the study 
revealed that components of a CSHP had statistically significant relationships with academic 
achievement. Additionally, students in states with policies supporting students’ health exhibited 
higher academic scores and higher rates of high school completion.  
Soleimanpour, et al. (2010) examined the impact of SBHCs on access to care and mental 
and physical health outcomes for adolescents. The authors utilized a multi-method evaluation of 
12 SBHCs to track client data (N = 7410), services, and provider reported outcomes. Pre and post 
surveys (N = 286) were obtained and focus groups with students (N = 105) were conducted. The 
authors found that SBHCs were the most commonly reported resource for medical (30%), family 
planning (63%), and counseling services ((31%) for clients. Results of the focus groups revealed 
that students found that they liked SBHCs because of their confidentiality, free services, 
convenience, and youth-friendly providers.  
 Guo, et al. (2010) assessed the impact of SBHCs on addressing health care access 
disparities, including a cost-benefit analysis (Level IV). The authors utilized a longitudinal quasi 
experimental repeated measures design to evaluate quarterly Medicaid reimbursement for 5,506 
students in an SBHC and non-SBHC group from 1997 to 2003. The gap of lower health care cost 
for African Americans was closed for schools with a health center. The net social benefits of the 
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SBHC program in the four school districts were estimated as $1,352,087 over three years. These 
students had access to more mental health services, experienced less hospitalization, fewer 
urgent or emergency department visits, and few transportation and pharmacy costs. The authors 
concluded that SBHCs are cost beneficial to society and the Medicaid system, and may close 
health care disparity gaps.  
 Offering comprehensive reproductive health care services is crucial, particularly in the 
middle and high school settings, as reproductive health visits are among the most common 
reasons adolescents request care at SBHCs.  Fothergill and Feijoo (2000) conducted a study 
(Level VI) to investigate reproductive health services provided by SBHCs, specifically the types 
of services available for students. This study examined results from a national survey of SBHCs 
 (N = 448) with a 47% response rate. Nearly 85% of the SBHCs reported providing one or more 
reproductive health service on-site. Most frequently SBHCs provided pregnancy testing, birth 
control counseling, diagnosis and treatment of STDs, and gynecologic examinations. The authors 
found that most SBHCs provided at least one reproductive health service, however most centers 
were prohibited from providing contraceptive services, usually by school district policy.  
 Strozer, Juszczak, and Ammerman (2010) conducted a study ( Level VI) that found the 
majority of SBHCs offer pregnancy testing (81%), contraceptive counseling (70%), and 59% 
provide follow-up services for contraceptive users. Additionally, the authors reported that 
SBHCs serving middle and high school-aged students are more likely than those serving younger 
students to provide abstinence counseling (84%) and provide on-site diagnosis and treatment for 
STDs (68%), HIV/AIDS counseling (64%), and diagnostic services such as pregnancy testing 
(81%). However, >60% of SBHCs are not allowed to dispense contraceptives on site.  These 
limitations are mandated by school districts; the SBHC’s sponsoring organization, state-level 
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limitations, and/or concerns about the acceptability of dispensing contraception by the 
surrounding community (Strozer et al., 2010; Fothergill & Feijo, 2000).  
Despite this limitation, SBHCs are still considered to be one solution to reducing health 
care disparities for children, especially those with limited access to health care services. In 
several SBHCs, the majority of enrolled students are uninsured or low income, ranging from 
50% to 90% of the patient census (Guo et al., 2010).  Numerous studies have found that SBHCs 
can effectively decrease health care access barriers and emergency room visits in children and 
adolescents.    
 Walker, et al. (2010) conducted a study (Level IV) to investigate the effects of SBHC use  
on academic outcomes for high school students and to examine whether SBHC medical and 
mental health service utilization impacts academic outcomes. The authors used a latent variable 
growth curve modeling method to analyze longitudinal academic outcomes over five semesters 
for ninth grade SBHC users and nonusers from Fall 2005 to Fall 2007 (N = 2306). Results 
revealed a significant increase in attendance for SBHC medical users compared to nonusers. It 
was also found that grade point averages increased over time for mental health users compared to 
nonusers. Lastly, no differences in discipline incidents were found with SBHC use. The positive 
impact of SBHC utilization on critical public health-related outcomes is well  
documented and is an important justification for the continued establishment of SBHCs within  
the public school systems. SBHC offer accessible, continuous, comprehensive, family-centered,  
coordinated care for children who may otherwise not have access to health care.  
 
 
 
43 
 
US Health Care System 
Affordable Care Act (ACA) 
 The ACA provides many opportunities for the nursing profession to play a significant 
role in the redesign of health care (Kunic & Jackson, 2013). In order for nursing to take 
advantage of these opportunities, a transformation needs to occur in nursing practice, nursing 
education, and nursing leadership. It is estimated that an additional 32 million Americans will 
need access to primary care in a system that is already struggling with its capacity to provide that 
care (IOM, 2011).  
Furthermore, it is predicted that the primary care physician workforce will decline as 
fewer medical residents choose internal and family medicine specialties (Poghosyan, 
Lucero, Rauch, & Berkowitz, 2012). According to Kirch, Henderon, and Dill (2012), the US will 
face a shortage of more than 45,000 primary care physicians by 2020. McKinlay and Marceau 
(2008) predicts that by 2025, physicians will no longer be providing primary care to the general 
patient population; instead, primary care will be delivered by non-physician providers, including  
NPs.  
 One proposed solution to this predicted shortage of primary care physicians is to allow 
NPs to have full practice authority across the nation, thus allowing for a broader range of 
preventive and acute health care services. In 2012, eighteen states and the District of Columbia 
permitted NPs to diagnose and treat patients and prescribe medications without a physician’s 
involvement, while 32 states required physician involvement to diagnose and treat or prescribe 
medications, or both (Robert Wood Johnson Foundation [RWJF], 2012). The IOM report (2011) 
proposed changes at the state and federal levels to allow NPs to practice to the full extent of their 
education.  
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 The NP workforce represents a substantial supply of primary care providers given the  
profession’s predicted growth of 130% between 2008 and 2025 (Auerbach, 2012). However,  
changes to legal scope of practice necessitates legislative and regulatory action, which is  
frequently slow, adversarial, and costly (Downer, Moore, & Langelier, 2013). The process  
frequently becomes a turf war between groups with unequal resources. “Incumbent  
professionals with more resources for advocacy can overpower emerging professionals with  
more modest means” (Downer et al., 2013, p. 1973). The scenario described usually occurs in  
state legislatures, with strong opposition from physician groups, despite clear evidence of safe  
and quality of care provided by NPs.  
 The question of whether NPs should be permitted to practice independently should be  
decided with the understanding that they provide, and will continue to provide, quality care with 
a clearly defined scope of practice and adequate training (Mullinix & Bucholtz, 2009). The need 
for primary care providers is increasing and NPs can provide services where a need exists. NPs  
should be given the respect they have earned and be supported in their commitment to delivering 
high-quality health care. Without question, research clearly supports their role and contributions 
(Mundinger et al., 2000; Horrocks, Anderson, & Salisbury, 2002; Brooten, Youngblut, Kutcher,  
& Bobo, 2004; Coddington & Sands, 2008; Barkauskas, et al., 2011). 
Institute of Medicine Report 
 The IOM’s report, The Future of Nursing: Leading Change, Advancing Health, has 
provided a focus on scope of practice restrictions for APRNs (IOM, 2011). “With millions more 
Americans gaining access to healthcare, there’s an appreciation for the role that APRNs can play 
in meeting critical healthcare needs, as well as heightened awareness of the barriers that 
currently prevent many APRNs from delivering care” (Summers, 2011, p. 10). The IOM report 
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presented four key messages and made eight recommendations for change specific to the 
potential for the profession of nursing to meet the current and future health needs of Americans. 
Motivated by the need for increased access to health care, the first key message states, “Nurses 
should practice to the full extent of their education and training” (IOM, 2011, p. 4). APRNs have 
the education, training, and skills to make valid contributions, particularly in primary care. 
However, in many states, polices prevent APRNs from having full practice authority. In order to 
achieve this fist key message, the IOM (2011) recommends the removal of scope of practice 
barriers. 
 Implementation of the Consensus Model for APRN Regulation: Licensure, Accreditation, 
Certification, and Educations is slated for 2015, and is being achieved through a consensus 
group known by the acronym LACE (Licensure, Accreditation, Certification, and Education), 
including stakeholder representatives from the endorsing organizations (Hartigan, 2011). The 
model is a considerable step toward promoting nationwide consistency and quality among APRN 
programs and their graduates. The goal of the model is to design a model for the future of 
professional nursing and “to ensure mobility for APRNs and access to quality health care” 
(Stanley, Werner, & Apple, 2009, p. 345).   
 In 1996, The Essentials of Master’s Education for Advanced Practice Nursing was  
published by the American Association of Colleges of Nursing in response to the need for 
standardization of educational programs (American Association of Colleges of Nursing [AACN], 
1996). Three components were included in the Essentials: the graduate nursing core, advanced 
practice nursing core, and specialty curriculum content. The advanced practice core is comprised 
as “essential content to direct patient/client services at an advanced level” (AACN, 1996, p. 4). 
Publishing the Essentials was a major step in standardization of advanced practice nursing 
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programs and provides a means to regulate requirements for all advanced practice graduates 
(Rounds, Zych, & Mallary, 2013).  The core components for advanced practice nursing have 
been revised and expanded in the updated Essentials of Master’s Education in Nursing 
(American Association of Colleges of Nursing [AACN], 2011) and the Essentials of Doctoral 
Education for Advanced Practice Nursing (American Association of Colleges of Nursing 
[AACN], 2006).  
In 2008, the Robert Wood Johnson Foundation gathered thought leaders under the  
sponsorship of the IOM to answer the question: “What roles can nursing assume to address the 
increasing demand for safe, high quality, and effective health care services?” As a result, The 
Future of Nursing: Leading Change, Advancing Health was published stating that nurses, the 
largest segment of health care professionals are “poised to help bridge the gap between coverage 
and access, to coordinate the increasing complex care for a wide range of patients, to fulfill their 
potential as primary care providers to the full extent of their education and training, and to enable 
the full economic value of their contributions across practice settings to be realized” (Institute of 
Medicine [IOM], 2011). 
Conclusion 
 This literature review demonstrates the quality of care and level of patient satisfaction 
provided by NPs.  The predicted shortage of primary care physicians also supports the role and 
value of NPs. The US health care system is confronted by an increasing demand for primary care 
providers and the NP workforce presents a potential answer to these pressures, however it has 
been largely overlooked by policy makers, the public, and other health care stakeholders (Naylor 
& Kurtzman, 2010).  
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 Additionally, this literature review validates the range of health care services that SB-
NMHCs provide to children in a convenient and accessible environment. Over the past 40 years, 
the number of SBHCs has evolved from the various population health needs to the development 
of a specific collaborative model of care that is sensitive to the unique needs of children, as well 
as to vulnerable populations challenged by significant barriers to access. As the US is immersed 
in reforming both our health care and education systems, SBHCs provide a unique model of care 
that bridges both systems. SBHCs offer access to essential health and mental health services for 
children, impacting their ability to succeed physically, emotionally, and academically.   
 In summary, collaboration between school districts and colleges of nursing has the 
potential to increase the level of health services available in schools, while offering quality 
public health clinical nursing placements for students. These community partnerships are central 
to educating nurses and providing much needed health services for underserved populations. 
Even though NMHCs provide a critical safety net function in the communities they serve, they 
face significant financial challenges. Achieving FQHC status or partnering with an existing 
FQHC is a viable option to increase revenue and therefore achieve financial sustainability.  
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CHAPTER 3 
Conceptual Framework 
A Business Model Canvas conveys the logic and provides data and other evidence for 
how a business creates and delivers value to customers. It also outlines the architecture of 
revenues, costs, and profits associated with the business enterprise to deliver value. The 
Strengths, Weaknesses, Opportunities, and Threats (SWOT) analysis is a familiar and classic 
way to assess the situation of a business. The method of a SWOT analysis is to use the 
information from and environmental analysis and divide it into internal (strengths and 
weaknesses) and external issues (opportunities and threats). Once this is concluded, SWOT 
analysis determines what may assist the organization in accomplishing its objectives, and what 
obstacles must be addressed or minimized to achieve the desired results.  
According to Osterwalder and Pigneur (2010) the SWOT analysis provides four 
perspectives (strengths, weaknesses, opportunities, and threats) from which to assess the 
elements of a business model, while the business model canvas provides the focus necessary for 
a structured discussion (Osterwalder & Pigneur, 2010). The Business Model Canvas and SWOT 
are complementary and will serve as the conceptual guide to this project – the methods, the 
results, and conclusions/recommendations (business plan).  
Business Model Canvas 
The Business Model Canvas is a strategic management template (see Exhibit 1) for  
developing new or providing strategic review of an existing business model (Osterwalder & 
Pigneur, 2010). The template provides a visual chart of elements describing an organization’s 
value propositions, infrastructure, customers, and finances. The authors propose that a business 
model “describes the rationale of how an organization creates, delivers, and captures value” 
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(Osterwalder & Pigneur, 2010, p. 14). The business model is based on the key concepts of the 
nine building blocks including customer segments, value propositions, channels, customer 
relationships, revenue streams, key resources, key activities, key partnerships, and cost structures 
(see Table1).  
Osterwalder and Pigneur’s (2010) business model focuses on both efficiency and value-
creation.  Changes to the business model may be made utilizing five sources that are resource-
driven, offer-driven, customer-driven, finance-driven, and/or multiple-epicenter-driven (see 
Table 2). Each of these sources must be considered in relation to the nine building blocks as 
drivers in creating a sustainable business model.  
In order to be sustainable, planners need to understand the financial data and implement 
business practices associated with high-performing SBHCs. “As one might expect, besides 
considering various drivers in creating better business models, a business model could change as 
a result of changing industry and market forces and other environmental trends” (Abraham, 
2013, p. 36). The application of the business model canvas is an approach that complements the 
strengths, weaknesses, opportunities, and threats (SWOT) analysis for this project.   
Strengths, Weaknesses, Opportunities, and Threats Analysis Theory 
Albert Humphrey’s Strengths, Weaknesses, Opportunities, and Threats (SWOT) analysis 
is a structured planning methodology used to evaluate the strengths, weaknesses, opportunities, 
and threats involved in a project or business venture (DeSilets & Dickerson, 2008). According to 
Van Wijingaarden, Scholten, and Van Wijk, (2010) the SWOT analysis is organized as a “social 
process,” with the participation of important stakeholders, both from different segments of the 
organization and from network partners. These stakeholders participate in brainstorming 
meetings with the goal of identifying strategic options for the desired project or business venture.  
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Panagioutou (2003) described the process as an analysis of an organization’s internal and  
external environment, the goal is to identify internal strengths in order to take advantage of  
its external opportunities and avoid possible internal and external threats, while addressing its  
weaknesses. The process should be approached methodically and may take several directions,  
from brainstorming and nominal group technique, to using prescribed worksheets, to collecting  
and analyzing hard data (DeSilets & Dickerson, 2008). Fundamental to the process is clear  
identification of SWOT to better position the organization to take action, respond to issues,  
enhance strengths, take advantage of opportunities, circumvent threats, and reduce weaknesses  
(DeSilets & Dickerson, 2008).  
The desired outcome of a SWOT analysis is to identify the key internal and external  
factors that are important to achieving the desired objective. Internal factors may be seen as  
strengths or weaknesses depending upon their impact on the organization’s objectives.  
Organizational strengths are characteristics of the organization or project that give it an  
advantage over others. Weaknesses may place an organization or project at a disadvantage  
relative to others. Elements that the project could exploit to its advantage are considered  
opportunities, and threats are elements in the environment that could be problematic for the  
project.  
Strengths and weaknesses of an organization include human resources, finances, internal  
advantages/disadvantages, physical resources, and experiences that may or may not have been  
successful in the past. Opportunities and threats are external factors coming from community or  
societal forces, including new research (trends), society’s cultural, political, and economic  
beliefs, funding sources, current events, and societal coercion. Ultimately, the results of a SWOT  
analysis should (a) identify the desired achievement, (b) provide objective data, (c) incorporate  
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the findings into an action plan, and (d) establish a process to revisit initial findings on a regular  
basis (DeSilets & Dickerson, 2008).   
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CHAPTER 4 
Project, Plan and Methods 
 The purpose of this chapter is to delineate the methodology that was used for the 
planning of a school-based nurse managed health center for Oakridge Public School District to 
support eventual implementation. Application of a SWOT analysis was utilized followed by 
identifying the key concepts of the Business Model Canvas that guided the development of a 
business plan.  
Strengths, Weaknesses, Opportunities, and Threats Analysis 
A SWOT analysis was used to answer four major questions: (1) what were the project’s 
strengths; (2) what were the project’s weaknesses; (3) what opportunities existed for the project; 
and (4) what were the projects potential threats?  It was helpful to ask these four questions with 
respect to the overall business model and each of its nine building blocks (Osterwalder & 
Pigneur, 2010). This type of SWOT analysis provided a solid foundation for further discussions, 
decision-making, and ultimately innovation around the SB-NMHC business model.  
The author of this paper conducted a retrospective review of the past three years as an 
initial means of gathering information about the strengths, weaknesses, opportunities, and threats 
of this initiative. It included examination of outcomes and recommendations from focus groups 
and analysis of community demographics and health challenges faced by Oakridge students and 
families. Specifically, the review analyzed the economic factors, academic challenges, and health 
needs of the school district. It was also important to meet with the key stakeholders, including 
the school superintendent and any potential collaborating partners. Funding of capital costs for 
build-out of the health center needed to be determined. In order to evaluate the impact of the SB-
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NMHC on student health and academic performance mechanisms were established to track and 
evaluate outcomes over time.  
The SWOT analysis was utilized as a tool to identify positive and negative factors within 
the school district and community that could promote or inhibit successful implementation of an 
SB-NMHC. This approach was used in collaboration with the community, key stakeholders, and 
potential partners as part of the planning process.  
Business Model Canvas 
 The Business Model Canvas (Osterwalder & Pigneur, 2010) guided the strategic planning 
for the SB-NMHC. The model is based on the key concepts of the nine building blocks, 
including customer segments, value propositions, channels, customer relationships, revenue 
streams, key resources, key activities, key partnerships, and cost structures.  
 Strategic planning activities identified customer segments the SB-NHMC will serve and 
the value propositions, specifically what health care services it will provide. In order to 
communicate with and reach its customers, channels (marketing strategies) were identified. It 
was important to determine a plan to cultivate and foster positive relationships with the specific 
customer segments, including the confirmation of revenue streams, reimbursement for services, 
potential grants, and private donations to support capital costs.  
 The most important assets needed to make the SB-NMHC successful are physical, 
financial, intellectual, and human resources.  Although space is available without cost, capital 
funding for the build-out and furnishing the health center had to be addressed.  
 Key partnerships describe the network of partners that make a business model successful. 
The creation of key partnerships helped to optimize the business model, reduce risk, or acquire 
resources (Osterwalder & Pigneur, 2010). In the case of the Oakridge Public Schools, the 
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historical efforts of the school superintendent in establishing partnerships with a number of 
potential community partners was evaluated.  
 Cost structures describe all cost incurred (resources and activities) to manage a business 
model (Osterwalder & Pigneur, 2010). Fixed calls were verified including staffing, office 
supplies, medical supplies, and after-hour call service. Additional cost structures included the 
physical plant and associated operational cost.  
At the conclusion of this assessment, development of a comprehensive business plan was 
created which included the following components: executive summary; scope and focus of health 
care issues; target population; school demographic and economic characteristics; economic 
academic, and health challenges; history of KCON and GVSU Family Health Center; overview 
of nurse-managed health centers; mission statement; goals and objectives; management structure; 
description of health services; health center space; and fundraising and marketing strategies. The 
appendices include a 5 year pro forma; timeline; organizational charts; job descriptions; and sub-
contracts for specific services, such as laboratory, behavioral health, dental, and pharmacy 
services.  
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CHAPTER 5 
Results 
 The purpose of this chapter is to share the results of the assessment that utilized the 
outcomes of the SWOT analysis and the key concepts of the Business Model Canvas which led 
to the development of a business plan 
Strengths, Weaknesses, Opportunities, and Threats Analysis 
 The SWOT analysis identified the project’s strengths as the potential to have a net social 
benefit of the SB-NMHC to reduce cost of health care delivery, the historical positive impact that 
SB-NMHCs have had on student absences, dropout rates, disciplinary problems, and other 
academic outcomes. Additionally, the SB-NMHC was projected to provide access to primary 
health care services and the opportunity for students to stay healthy and in school leading to 
improved attendance. Costs of health care delivery would be reduced by providing primary care 
services in appropriate setting with less transportation costs to access care. Grand Valley State 
University’s Kirkhof College of Nursing (KCON) experience in operating an NMHC was also 
identified as a strength by providing embedded faculty, a holistic patient-centered model of care, 
and the additional resources of undergraduate and graduate nursing students to add capacity for 
enhanced services and programming. Lastly, a highly motivated superintendent who “just 
wanted health care for his kids” and offered a dedicated space without cost in one of the on-site 
school buildings were significant strengths.  
 The project’s weaknesses included the potential inability to achieve a high percentage of 
privately insured patients as well as the possibility that students, staff, and the community may 
already have been established with another health care provider. NPs receive a lower rate of 
reimbursement than physicians, and not all third party payers are willing to credential NPs as 
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providers, therefore the SB-NMHC would receive less optimal revenue to ensure financial 
sustainability.  And perhaps most importantly, there potentially, could be a lack of committed 
community partnerships to provide funding for the build-out of the health center and to support 
the projected 2-3 years financial shortfall.  
 Several potential opportunities were identified: the ability to provide health promotion 
activities for the community; to positively impact population health; to increase access to care; to 
decrease utilization of urgent care and emergency department for primary care services, which 
would reduce health care spending; and the opportunity to provide a service learning experience 
for undergraduate and graduate nursing students 
 Potential threats included the potential expansion of one of two federally qualified health 
centers to provide school based health care in this community; a hospital system that had not 
formally endorsed this project; lower rate of reimbursement for NP health care services; a 
previously committed partner that had recently signed an agreement with a health care provider 
for on-site primary care services to its employees; and the risk of long-term financial 
sustainability.  
Business Model Canvas 
 The Business Model Canvas model’s key concepts of the nine building blocks included 
customer segments, value propositions, channels, customer relationships, revenue streams, key 
resources, key activities, key partnerships, and cost structures.  
 Customer segments were defined as the different groups of people the SB-NMHC 
intended to reach and serve. These included a full array of health care services, including acute 
and primary care provided to students, parents, faculty, staff, and the community. Primary care 
would focus for all patients along the lifespan, pediatric, adolescent, adult, and geriatric care. 
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The focus for primary care would address health care disparities for this community and foster 
health lifestyle behaviors.  
 Value propositions describe the services that create value for a specific customer 
segment. The provision of on-site primary care services would provide value for the customers, 
in this case, patients served. This would include the collective health services provided by the 
SB-NMHC. Value propositions would be delivered by providing a patient-centered approach to a 
holistic model of care provided by an NP and RN team. 
  Channels were described as how the SB-NMHC would communicate and reach its 
patients to deliver value propositions. These included a page on the school’s website, letters to 
identify customer segments, newsletters, and health promotion activities. The presence of the 
health center on the school’s campus would also serve to promote the availability of health 
services. Channels would serve as an approach to developing customer relationships with 
students, their families, staff, faculty, and the community. 
 Revenue streams represented the cash the SB-NMHC would generate from its customer 
segments. This would include reimbursement from third party payers, private pay/cash, 
Medicaid, and Medicare for care provided. Additionally, revenue streams would include 
potential grants, foundation support, fundraising, and private donations. 
 Key resources describe the most important assets that the SB-NMHC would need to be 
successful. This included physical, financial, intellectual, and human assets. Key resources 
included the health center space in one of the school buildings, with heat and electric cost paid 
by the school district. KCON would provide the key resources of health care providers, including 
undergraduate and graduate nursing students. 
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 Every business model requires a number of key activities in order to operate successfully. 
Similar to key resources, organizations are required to create and offer a value proposition, reach 
key markets, maintain customer relationships, and earn revenue (Osterwalder & Pigneur, 2010). 
Value propositions would create value for each customer segment through a distinct mix of 
elements that catered to specific customer segment needs. Key activities for the SB-NMHC 
included health care services provided to the community it would serve.  
 Key partnerships describe the network of partners to make a business model work. The 
creation of partnerships would help to optimize the business model, reduce risks, or acquire 
necessary resources (Osterwalder & Pigneur, 2010). For nearly three years, the school 
superintendent had diligently worked to establish partnerships with a number of potential 
community partners. This ongoing dialogue had included KCON, Eagle Alloy, Inc., Mercy 
Health Muskegon, Hackley Community Care, and Mercy Health Project.  
 Cost structures describe all costs incurred (resources and activities) to manage a business 
model (Osterwalder & Pigneur, 2010). The project fixed costs included staffing, office supplies, 
medical supplies, and after-hour call service. Additional cost structures included the physical 
plant and associated operational cost provided by Oakridge Public Schools. In order to be 
sustainable, the SB-NMHC must generate a significant number of patient encounters and a high 
percentage of privately insured patients.  
Business Plan 
 A business plan was developed that included the following components: executive 
summary; scope and focus of health care issues; target population; school district demographics 
and economic characteristics; economic, academic, and health challenges; the role of the 
community health worker; Kirkhof College of Nursing; GVSU Family Health Center; History of 
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Nurse-Managed Health Centers; Mission Statement: Goals and Objectives; Management 
Structure; Description of Services; Health Center Space: Fundraising Strategies; Marketing 
Strategies; Marketing Tools; Evaluation Plan; Proposed Timeline; Organizational Charts; 
Position Descriptions; Evaluation Plan; and Pro Forma (Appendix A). 
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CHAPTER 6 
Conclusions and Recommendations 
In this final chapter, conclusions and implications for practice will be considered, central 
to the business plan developed for the Oakridge Public School SB-NMHC. Potential strategies to 
sustain the proposed plan and a timeline for implementation are presented in the Business Plan 
(Appendix A). Summative themes from the Business Plan will be highlighted. The chapter will 
conclude with limitations and recommendations for future opportunities.  
The Business Plan reflects a collaborative relationship between KCON and Oakridge 
Public Schools to provide on-site primary care services for individuals residing in the school 
district. KCON would provide the expertise of operating a NMHC, including the additional 
benefit of embedded faculty, undergraduate and graduate nursing students. The health care team 
would include APRNs, a collaborating physician, RNs, and a community health worker. 
Extended members of the health care team would include the school district’s health educators, 
counselors, social workers, and psychological services.  
Educational outcomes including attendance rates; graduation rates; Michigan 
standardized test scores (MEAP); ACT EXPLORE (district elected nationally norm assessment); 
and cumulative grade point averages could be tracked over time to measure the impact of the SB-
NMHC. Additionally, health outcomes would be monitored utilizing the Michigan Profile for 
Healthy Youth (MiPHY) (2014); Muskegon County Health Needs Assessment results conducted 
by the Health Projects every three years; diagnostic coding from the SB-NMHC compared to 
Mercy Health emergency department and urgent care utilization; and the results of the Robert 
Woods Johnson Foundation (2012), and University of Wisconsin County Health Rankings 
(2014).  
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The Superintendent had requested a five year Business Plan, including financial pro 
forma with a goal of break-even in year one. Three reimbursement options were included in the 
financial pro forma: (1) Family Health Center Medicaid Reimbursement rate as Federally 
Qualified Health Center; (2) Medicaid rate as currently experienced by the GVSU Family Health 
Center; and (3) 70% Medicaid and 30% Commercial Insurance. If the SB-NMHC was 
reimbursed at the FQHC Medicaid rate, a loss of $47,297 would be realized in year one. 
However, the SB-NMHC was projected to have a $163,140 profit by the end of year 2. 
Reimbursement at the current GVSU Family Health Center Medicaid rate would result in 
$137,135 loss in year one and a profit of $1,722 at the completion of the second fiscal year. 
Lastly, the SB-NMHC with 70% Medicaid and 30% Commercial Insurance would experience a 
loss of $107,189 in year one and a profit of $55,528 in year two. Details of the five year financial 
pro forma can be found in Appendix A.  
Based on the three reimbursement options, the FQHC reimbursement rate would provide 
for short and long-term financial sustainability. However, significant time had been spent 
exploring the possibility of the SB-NMHC as a standalone FQHC, including a potential 
partnership with one of two existing FQHCs in this community; these discussions did not result 
in any positive outcomes.  
Another area of concern was the lack of endorsing partners. Eagle Alloy, Inc, a local 
manufacturing firm, had initially indicated that they would provide funding for the financial 
shortfall for year one; however they had recently signed an agreement with a primary care 
organization to provide on-site services for its employees. Loss of this partnership eliminated one 
customer segment with commercial insurance for the health center. The Superintendent had 
designated approximately 3,600 square feet of space for the SB-NMHC with availability of an 
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additional 900-1,800 square feet for expansion. URS Corporation, a leading provider of 
engineering, construction, and technical services, had developed a conceptual drawing of the 
health center with an estimated cost of $425,000 for the build-out.  No timeline for securing 
these funds has been established either.  
In conclusion, the Superintendent and members of this planning committee embraced the 
innovation for a SB-NMHC, anticipating improvement of student academic performance and 
health outcomes for students and the broader community. Assessment of the implementation 
climate for this innovation appeared to be strong with the exception of the uncertainty of 
potential partnerships’ commitment and the necessary financial pledges to ensure its 
sustainability.  
Limitations 
The method utilized to conduct the needs assessment did not include surveying the 
community regarding their commitment to utilize the SB-NMHC for their health care needs. This 
community has higher rates of poverty, unemployment, and negative health and social outcomes 
when compared to the surrounding communities. Additionally, other school districts may be able 
to establish partnerships with local businesses and health care systems to provide for operational 
and financial support. 
Recommendations 
Recommendations for future consideration include the following: 
Marketing 
 Establish innovative marketing strategies that focus on creating community partnerships. 
This should occur as part of the pre-planning process to identify these partnerships with active 
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participation in all planning activities. Marketing could also serve as a source to attract patients 
and increase utilization of the health center.  
Sustainability 
 Actively seek funding sources to ensure short and long-term sustainability. Future efforts 
include grant writing and securing philanthropic support. Marketing strategies to promote 
utilization of the health center by students, families, staff, and the broader community.  
Clinical Practice and Future Directions 
 Pursue formal accreditation as a patient-centered medical home.  Accreditation as a 
medical home provides comprehensive and continuous medical care to patients with the goal of 
obtaining the best health outcomes. The provision as a medical home may allow better access to 
health care, increase satisfaction with care, and improve health.  Care coordination is an essential 
component of a medical home and requires additional resources such as health information 
technology, and appropriately trained staff to provide coordinated care through team-based 
models. Additionally, payment models compensate medical homes for their effort devoted to 
care coordination activities and patient-centered care management.  
 Establish partnership with GVSU Family Health Center, a nurse-managed center, to share 
resources such as access to the electronic health record for monitoring patient care outcomes; 
billing expertise; and the extension of the NP and nursing services through utilization of APRNs 
and RN student clinical placements.   
Reflection 
 As this project concluded, a few reflective thoughts were considered. Senate Bill 2 was 
introduced to the Michigan Legislature in January 2013 with the intent to remove barriers to full  
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practice authority for APRNs.  Specifically, it would provide full practice authority and 
prescriptive authority for such practitioners and passed the Michigan Senate in November 2013. 
The Bill was sent to the Health Policy Committee of the Michigan House of Representatives 
where it remains at this time.  The Michigan State Medical Society, which includes a 
membership of 14,000 physicians, is leading the battle in the legislature against Senate Bill 2. Its 
allies in the effort include the Michigan Academy of Family Physicians, the Michigan 
Radiological Society, the Michigan Osteopathic Association and the American Congress of 
Obstetrics and Gynecology.  
 This proposed legislature affected the political environment in this health care 
community, not only as it relates to full practice authority for NPs, but opposition to nurse-
managed care. The FQHC did not endorse nurse-managed care as evidenced by their staffing 
model comprised of physicians and PAs. Furthermore, the health care system serving this 
community also opposed full practice authority for NPs. Perhaps this resulted in the significant 
obstacle for implementation of a SB-NMHC for this community.  
Conclusion 
In conclusion, the SB-NMHC, an APRN model of care, could have addressed primary 
care services and health promotion activities for this population. SB-NMHCs can play a critical 
role in providing health services to students and families who are most at risk for developing 
physical and behavioral problems that limit school and life success. Evidence clearly 
demonstrates that these health centers improve the overall health and wellness of children 
through health screening, health promotion, and disease prevention strategies. Nearly 2,000 
SBHC operate at the intersection of primary care, public health, and education to ensure optimal 
health outcomes and increased academic success.  
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Table 1 
Business Model Canvas: Nine Building Blocks  
Building Blocks Description 
Customer Segments Defines the diverse groups of people or 
organizations and organization intends to reach 
or serve. 
 
Value Propositions Describes the services that create value for a 
specific customer segment. 
 
Channels Describes how the organization communicates 
and reaches its customers to deliver value 
propositions. 
 
Customer Relationships Describes the kinds of relationships an 
organization generates from each customer 
group. 
 
Revenue Streams Represents the profit and organization 
generates from each customer group. 
 
Key Resources Describes the most important assets needed to 
make a business model successful. 
 
Key Activities Describes the most valuable activities and 
organization must perform to make its business 
model work. 
 
Key Partnerships Explains the network of partnerships that make 
the business model work. 
 
Cost Structures Describes all expenditures to operate the 
business model.  
Note. Sources: Alexander Osterwalder and Yves Pigneur, Business Model Generation: A 
Handbook for Visionaries, Game Changers, and Challengers (Hoboken: N.J.: John Wiley & 
Sons, 2010). 
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Table 2 
Business Model Canvas: Five Sources for Changing the Business Model 
Sources for Change Description 
Resource-driven Based on analysis of key partnerships – what 
different resources (including acquisitions) 
would suggest changes in other building blocks 
and lead to a new business model worth 
pursuing? 
Offer-driven Based on analysis of value propositions – what 
different value propositions would suggest 
changes in other building blocks and lead to a 
new business model worth pursuing? 
Customer-driven Based on analysis of customer segments – 
what different customers and markets would 
suggest changes in other building blocks and 
lead to a new business model worth pursuing? 
Finance-driven Based on analysis of cost structure and revenue 
sharing – what new revenue streams, pricing 
structures, or cost savings would suggest 
changes in other building blocks and lead to a 
new business model worth pursuing? 
Multiple-epicenter-driven Based on analysis of key partnerships, value 
propositions, and customer segments – what 
innovations engaging multiple epicenters 
would suggest changes in other building blocks 
and lead to a new business model worth 
pursuing?  
Note. Sources: Alexander Osterwalder & Yves Pigneur, Business Model Generation: A   
Handbook for Visionaries, Game Changers, and Challengers (Hoboken: N.J.: John Wiley & 
Sons, 2010).  
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Table 3 
Evaluation Plan for Educational Outcomes 
 
Outcome Metric Baseline   Annual Measure Annual Measure, 
etc 
Attendance Rates    
Dropout Rate    
Cumulative grade point 
average for each grade  
   
4 year Graduation Rate    
Students Proficient in 
Reading at the end of 
Third Grade (4
th
 Grade 
Michigan Educational 
Assessment Program 
(MEAP) 
   
Student Academic 
Growth 3-8 
   
Students Proficient in 
Math and Reading 3-8  
   
Student Proficient on all 
subjects Michigan Merit 
Exam (MME) 
   
ACT Composite Score    
ACT College Readiness 
Benchmarks 
   
ACT EXPLORE 
(district composite 
scores in English, 
Mathematics, Reading, 
and Science)  
   
 
Reference: Michigan School Data. Retrieved from https://www.michiganschooldata.org/  
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Table 4 
 
Evaluation Plan for Health Outcomes 
Outcome Metric Baseline  Annual Measure Annual Measure, 
etc. 
Michigan Profile for 
Healthy Youth (MiPHY) 
– grades 7, 9, 11 for 
health risk behaviors 
(substance abuse, 
violence, physical 
activity, nutrition, sexual 
behavior, and emotional 
health)   
   
Unduplicated number of 
youth served 
   
Number of physical 
exams provided 
   
Number enrolled in 
Medicaid/MI-
Child/Healthy Kids 
   
Number of 
immunizations provided 
   
Percent of clients who 
had risk assessment 
counseling  
   
Percent of clients with 
diagnosis of asthma that 
have an individualized 
care plan 
   
Percent of clients with a 
BMI at or above 85
th
 
percentile who had 
evidence of counseling 
for nutrition, physical 
activity, and screen time 
   
Percent of clients who 
were screened for 
depression  
   
Number of pregnancy 
test provided/percent 
positive 
   
Number of Chlamydia 
test provided/percent 
positive  
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Executive Summary 
This project will be a joint venture with Oakridge School District (Muskegon, MI) and 
the Grand Valley State University (GVSU) Kirkhof College of Nursing (KCON).  The purpose is 
to develop a sustainable model for the creation and implementation of a school-based nurse-
managed health center (SB-NMHC) with the capacity to improve health access and quality, and 
to reduce cost, while also mitigating present and future health disparities within Muskegon 
County. The center will serve not only the students, faculty and staff of the school district, but 
community residents as well. As a “health hub” for the community, wellness and health 
programming will be integrated into the social environment.   
The primary goal of SB-NMHC is to engage teachers, students, parents, school staff, and 
clinicians in preventive health care as well as treatment for underserved children and adolescents 
(Clayton, Chin, Blackburn, & Echeverria, 2010). Additionally, the concept for this SB-NMHC 
extends care to medically underserved community members. KCON aligns national initiatives to 
transform health care. KCON faculty and nursing students, at all degree levels, have expertise in 
care delivery competencies related to care across the continuum, care coordination, and 
evidence-based practice.  The partnership with KCON adds capacity for care delivery and health 
promotion initiatives. By drawing on the combined strengths of this health care delivery model 
and the KCON, development of this unique model for accessible, affordable, and comprehensive 
health services has the potential for significant improvements in health, educational, and quality 
of life outcomes for Oakridge students, their families and the community.   
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Scope and Focus of the Health Care Issues 
Oakridge Public Schools and Grand Valley State University Kirkhof College of Nursing 
proposes to establish the Community School Wellness Network (CSWN) to address the 
immediate chronic and emerging health issues for pre-kindergarten through 12
th
 grade students, 
employees, families, and the community in Egelston Township in Muskegon, Michigan.  The 
CSWN will create a comprehensive and coordinated school-based health center, health 
education, and resource and referral network operating within a context of support that responds 
to the call for greater alignment, integration, and collaboration between community, education, 
and health to improve cognitive, physical, social, and emotional development of each person.  
The CSWN will operate within the broader context of the Coordinated School Health Program 
(CSHP) which consists of 8 components (see Figure 1).  
In addition, the CSWN will align with the Whole School, Whole Community, Whole 
Child (WSCC) model.  The model was developed by the Association for Supervision and 
Curriculum Development (ASCD) and the U.S. Centers of Disease Control and Prevention 
(CDC) in collaboration with key leaders from the fields of health, public health, education, and 
school health.  The goal is to improve both health and educational outcomes to achieve gains in 
school-readiness, academic achievement, graduation rates, community wellness, and employee 
productivity (see Figure 2).  
Target Population 
Oakridge Public Schools currently has nearly 2,000 students enrolled in kindergarten 
through twelfth grade and approximately sixty students who participate in a Great State Start 
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Readiness Program for eligible pre-school students. Oakridge Public Schools has 75% of 
students in grades K-12 eligible for the Federal free/reduced price lunch program.  The school 
system has approximately 200 employees. 
In 2012, the school district’s four- year graduation rate was 78%, including alternative  
education students (22% did not graduate on time). The county had 29.4% of students not  
graduating on time, 35.5% of fourth graders not proficient in reading, and 75.4% of eighth 
graders not proficient in math (Michigan Department of Education, 2012).  
 Students in seventh, ninth, and eleventh
 grades participated in the state’s Michigan 
Profile of Healthy Youth (MiPHY) (2014) data survey. The 2012 summary results for eleventh 
graders revealed: 
 20.9% of students are obese (at or above the 95th percentile for body mass index by age  
and sex). 
  63.5% of students were seen by a health care provider for a check-up or physical exam  
when they were not sick or injured during the past twelve months. 
 71.3%   of students were exposed to secondhand smoke during the past seven days. 
 23.3% of students were told by a health care provider that they had asthma. 
 52.6% of students had sexual intercourse during their lifetime.  
 54.7% of students, who had sexual intercourse during the past three months, used a 
condom.  
Oakridge School District 2013 Demographic and Economic Characteristics 
((http://proximityone.com/sd12dp3.htm) 
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 The total population of the district was 9,917 as of 2010. The total median age was 37.9 
years compared to 38.8 years in Michigan. 
 The population distribution by age shows 0-4 years: 695, 5-9 years 515, 10-14 years: 911, 
and 15-17 years: 423. 
 Among the population 3 years and over, school enrollment demographics show a total 
enrollment of 2,415 that included 128 in preschool, 1,808 in primary and secondary and 
479 in college. 
 The educational attainment levels for the population 25 and over were 82.4% high school 
graduates and 8.4% college graduates. 
 The median household income was $36,898 compared to $48,471 in Michigan. The 
percent of families in poverty was 14.9; the percent of all people in poverty was 18.0; the 
percent of people under 18 years in poverty was 30.7.  
 The median housing value was $87,900 compared to $128,600 in Michigan. The median 
gross rent was $632 compared to $755 in Michigan. 
 Individuals in the district with private health insurance coverage, N=6110. 
 Individuals in the district with public health insurance coverage, N=3881. 
 Individuals in the district with no health insurance coverage, N=1176. 
Economic, Academic, and Health Challenges  
Over the last decade, the Muskegon community has experienced significant change, 
evidenced by surging rates of poverty, unemployment, and negative health outcomes. While 
children under the age of eighteen account for 24% of the Muskegon County population, they 
account for 39.9% of people in poverty.  Poverty among children eclipses both health and 
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educational development reducing the ability of children to grow into healthy, productive, and 
successful adults (Allison et al., 2007). Oakridge Public Schools, located in the 49442 zip code is  
the highest charity care zip code in Mercy Health's emergency room coverage area.  
 Oakridge Public Schools' four year graduation rate was 78% in 2012-13 including 
Oakridge High School and Oakridge Alternative Education students.  The dropout rate was 
8.5%.  In 2012, Muskegon County had 74% of students graduating on time (26% of students not 
graduating on time), 38% of third graders not proficient in reading, 36% of fourth graders not 
proficient in Math, and 75.4% of eighth graders not proficient in Math. (Kids Count in Michigan 
Databook 2012). 
 In 2013, Oakridge Public Schools had 31% of third graders not proficient in reading, 
37% of fourth graders not proficient in reading and 77% of fourth graders not proficient in math.  
Oakridge Public Schools has 52% of eighth graders not meeting college/workplace readiness 
benchmarks in reading and 77% of eighth graders not meeting college/workplace readiness.  
The Robert Woods Johnson Foundation and University of Wisconsin County Health 
Rankings for 2013 found that Muskegon County ranked 67
th
 for health outcomes and 65
th
 for 
health factors of 82 counties. Additionally, the community is currently experiencing a shortage 
of primary care providers which is expected to get worse over the next few years.  
Community Health Worker 
In 2011, a Community Health Worker (CHW) was embedded in the Oakridge School 
System to provide a linkage between students and their families to services regarding personal 
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hygiene, dental, vision, mental health, and food security. The CHW role is an innovative 
approach that has received national attention for its effectiveness, efficiency, and sustainability.  
A CHW is generally someone who is a strong advocate for the community who, after being 
trained, can help individuals navigate to and acquire health resources; provide social support; and 
provide health promotion and education (Alvillar, 2011; Center, 2011; Rosenthal et al., 2010). 
The CHW position was funded by a generous donor, a limited grant from the Alliance for 
Health, and the Muskego Health Project. The CHW will be an integral member of the CSWN 
health care team.  
Kirkhof College of Nursing 
 Established in 1973, Kirkhof College of Nursing (KCON) has a rich history of successful 
innovations in nursing education provided in a supportive environment that is instilled with 
positive energy and excitement. KCON’s mission is to provide quality nursing education to a 
diverse population of students.  KCON endeavors to improve the well-being of all people 
through leadership in nursing education, professional practice, and scholarship. 
  KCON is accredited by the Commission on Collegiate Nursing Education and is 
recognized for outstanding teaching, scholarship, service, and practice. Admission is offered to 
qualified undergraduate students through its traditional pre-nursing, transfer, second degree, and 
Registered Nurse (RN) to Bachelor of Science (BSN) in nursing degree entry points. KCON 
offers BSN for traditional students, BSN for second degree students, BSN for RN completion, 
Master of Science in Nursing (preparing students for the Clinical Nurse Leader role which 
emphasizes evidence-based practice, care coordination, and person-centered care at the point of 
 7 
CONFIDENTIAL – DO NOT DISSEMINATE. This business plan contains confidential 
information and its shared only with the understanding that you will not share its contents or 
ideas with third parties without the express written consent of the plan author. 
 
care), and Doctor of Nursing Practice degrees (offering three track options: Health Systems 
Leadership, APRN Primary Care Adult/Older Adult or APRN Primary Care Child/Adolescent).  
Grand Valley State University Family Health Center  
 Grand Valley State University’s Family Health Center (FHC) is one of over 250 nurse-
managed health centers operating in the United States. As an academic nurse-managed center 
(ANMC), the FHC operates under the direction of the GVSU’s Kirkhof College of Nursing 
(KCON).  The assistant dean for practice oversees clinical operations and is the direct line of 
communication between the FHC and KCON. The FHC provides a full range of health services, 
including primary care, health promotion, and disease prevention.   
 The FHC opened in 1998 as a one-room health referral resource in an area known as the 
“Heartside Neighborhood” of Grand Rapids. Presently, the FHC serves a growing population of 
medically underserved residents of the inner-city Heartside Neighborhood and central city areas. 
As a result of its location, the FHC provides a diverse client base, with exceptional opportunities 
for faculty practice, graduate and undergraduate student experiences, and collaboration with 
other health disciplines and services.  
History of Nurse-Managed Health Centers  
The beginning of nurse-managed health centers (NMHC) can be traced to the late 19
th
 
century and the establishment of the Henry Street Settlement (Glass, 1989). Today’s NMHCs are 
significantly different in the scope of services provided, partly due to the growth of ANMCs that 
place a huge emphasis on service learning experiences for undergraduate and graduate students. 
Barkauskas et al. (2004) defined ANMCs as primary care services sponsored by schools of 
nursing and organized around nursing practice models in which the majority of care is provided 
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by nurse practitioners. These centers provide community-based comprehensive primary care 
services oriented toward health promotion and disease prevention for individuals and families 
(Pohl, Vonderheid, Barkauska, & Nagelkerk, 2004). “NMHCs are health centers directed by 
nurses in partnership with the communities that they serve. NMHCs address health disparities by 
providing accessible comprehensive primary care and community health programs aimed at 
health promotion and disease prevention (Hansen-Turton, Line, O’Connell, Rothman, & Lauby, 
2004, p. 2).  
Nurse-managed school-based health centers are evolving as a vital subset of the school-
based health centers (SBHCs) movement, and their numbers are likely to increase in light of 
NMHCs proven ability to deliver high quality, cost effective care (Hansen-Turton, Nagle-Bailey, 
Torres, & Ritter, 2010). According to the most recent national census of SBHCs completed by the 
National Assembly on School-Based Health Care, nearly 2000 SBHCs are operating in 48 states and 
territories of the United States, with 57% located in urban communities, 16% in suburban communities, 
and 27% in rural communities (Strozer, Juszczak, & Ammerman, 2010). 
Mission Statement 
The School-Based Health Center will improve the health of the students at all Oakridge 
Public Schools by providing: 
 Culturally competent and child/adolescent–friendly medical and behavioral health 
services 
 Knowledge and skills needed to make lifelong positive health choices 
 An understanding of how to appropriately access the health care system. 
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Health center services will enable students to further their education and maximize their adult 
potential as well as positively impact the overall health of the Oakridge Public School 
community and its families. Additionally, the health center will be a training site for nursing 
professionals in the delivery primary care. 
Goals and Objectives 
1.  All students, families, school employees, and the community are enabled to be healthy, 
productive, and learning. 
 Provide integrated health services to students, families, school employees, and the             
community.  
 Increase the number of children and youth receiving Early and Periodic Screening, 
Diagnostic, and Treatment (EPSDT) service in Michigan for individuals under age 21.  
 Provide health education to students, families, school employees, and community. 
 Integrate mental health services in the health center particularly for children and youth 
with mild to moderate conditions 
2. Meet the academic, social, emotional, medical, dental, and physical needs of students and  
    their families.  
 Provide developmentally appropriate assessments of each student and their family. 
 Refer student/employee to appropriate community services. 
3. Develop an integrated, timely service system of care.  
 Serve as a gateway to access of Coordinated School Health Wellness Network services. 
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 Provide case management and care coordination for each student, family, and employee. 
4. Disseminate results, information and processes to facilitate replication across Michigan. 
 Develop information systems to measure outcomes. 
 Create interfaces between health and education information systems to monitor 
outcomes.  
 Evaluation results inform continuous quality improvement initiatives in CSWN. 
 
 
5. Leverage revenue sources. 
 Achieve clinical quality performance with insurance companies which provides 
additional reimbursement incentives. 
 Actively seek grant opportunities and the support of local and state foundations.  
Management Structure 
The school-based health center will be collaboration between KCON and Oakridge 
Public Schools to provide primary health care services, specifically for patients living in the 
school district. The center will be a Patient-Centered Medical Home utilizing a provider-led team 
to offer coordinated, continuous care to patients who have limited access to health care and often 
utilize emergency departments or urgent care centers for their health care needs. By utilizing 
advanced practice nurses (APNs) to provide the majority of medical care and the community 
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health worker (CHW) to link patients to necessary resources, the school-based health center will 
overcome many of the barriers to health care that currently exist for this community.  
KCON will be responsible to manage the day-to-day operations of the center. An 
Advisory Committee will include representatives from KCON, Oakridge Public School, and the 
community. This committee shall meet no less than quarterly to review operational and financial 
performance of the center. Ultimately the committee shall also be responsible to review progress 
in the following areas: educational achievement, student attendance, graduation rates, employee 
loss time, and health care outcomes.  
Description of Services 
 The school-based health center will offer non-obstetrical primary care services to patients 
of all ages in the context of Patient Centered Medical Home. The team will be comprised of 
APNs, a collaborating physician, RNs, Certified Medical Assistant, CHWs, and office support 
staff.  Additionally, the SBHC will provide exceptional opportunities for KCON faculty practice, 
graduate and undergraduate student experiences, and collaboration with other disciplines and 
services. The team-based approach to a medical home is especially important for the population 
served by the center as many patients have complex health and social needs that lead to increased 
morbidity and mortality (Accreditation Association for Ambulatory Health Care). The center will 
establish contracts for behavioral health and dental care services. Initially, the center’s hours of 
operation will be 9:00 am to 5:00 pm Monday through Friday. As patient volume increases, 
hours of operation may be expanded to included evening and Saturday mornings.  
Health Center Space  
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 The superintendent has earmarked approximately 3,600 square feet of space for the 
health center with availability of an additional 900-1,800 square feet for expansion. URS 
Corporation, a leading provider of engineering, construction, and technical services, has 
developed a conceptual drawing for the health center with an approximate cost of $425,000.  
Fundraising Strategies 
 Most school-based health centers finance their operations through a diversity of funded 
sources from federal, state and local public sector grants, foundations, patient revenue, 
private/corporate support, and in-kind contributions from school and community agency 
partners. The first goal will be to secure funding for the build-out of the health center on the 
school campus.  
 A capital campaign is a set of fundraising and outreach activities focused on raising 
money for a specific defined need, in this case the build-out of the health center. Common  
campaign characteristics include a narrowly defined need or focus of campaign. a specific 
financial goal, a timeframe for meeting the goal, an identified group of volunteers, a focus on 
raising major gifts, and a plan for recognition of major gift donors. Potential funders include 
foundations, area businesses, hospitals, and individuals. The superintendent, in collaboration 
with key partners, will be responsible for the development of specific capital campaign strategies 
and ultimately a successful campaign.  A timeline of key activities has been developed (see 
Figure 3).  
Marketing Strategies 
 Marketing is important for SBHCs because it informs people of the services offered and 
informs them how to access those services. Marketing the SBHC is a year-round project. Classes 
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of students, teachers and even administrators change frequently. Therefore, there is continually a 
need to get the word out about health care services.  
Opportunities to market the SBHC include: 
1. At school: registration, teacher in-services, school board meetings, awards banquets, 
sports games, parent meetings, orientation, classroom presentations, and special events 
such as an open house for both the school and community, the dedication of the SBHC, 
or celebration of a specific milestone or anniversary date.  
2. In the community: sporting events, city council meetings, health fairs, service 
organization meetings, Family Resource Centers of Muskegon, and cultural events.  
Marketing Tools 
 The following is a list of marketing tools that could be utilized to promote the school-
based health center.  
      1.  Brochures can be handed out at the beginning of the year and periodically thereafter to  
           explain what services the SBHC offers.  
2. Fact sheets can provide interesting and persuasive information about the need for a health  
    center, the effectiveness of the health center, and the health care needs of the school and  
    community.  
3. Flyers advertise certain health care services offered by the health center or programs such  
    as nutrition counseling or peer education programs. They can be displayed at school or  
    throughout the community.   
4. Press releases can be distributed to media outlets to notify the public about a specific event  
    such as an open house or dedication of the center, or about special programs offered by the  
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    health center.  
5. Public Service Announcements alert the public about specific services offered at the health  
    center as well as health education activities sponsored by the health center, such as a  
    Bike to Work Day.  
6. Presentations at public events stimulate support for the SBHC by making the community  
    more aware of key facts about the center (such as the number of students served, health  
    education activities, website, etc.). 
Evaluation Plan 
The plan for tracking progression was identified for two major areas; education and 
health care (see Table 2). Additionally, extensive demographics were to be recorded to track 
progress within specific sub-sets of the population being served. Much of the system for tracking 
both sets of outcomes was already in place within the community and school districts and 
enabled the compilation of representative baseline data. Educational outcomes already being 
tracked by the school district included attendance, graduation rates, state mandated standardized 
test scores (MEAP), ACT EXPLORE (district elected nationally norm assessment), and 
cumulative grade point averages. Previous year’s data, prior to the opening of the SBHC, was to 
be used as benchmarks for comparison against the years that follow to mark progress. 
 In addition to education outcomes, health outcomes are to be closely monitored. It was 
planned that long term trends in data will be tracked by comparing results from MiPHY 
(Michigan Profile for Healthy Youth) annually and the Community Health Needs Assessment for 
Muskegon County conducted by the Health Project every three years, with the next one planed 
 15 
CONFIDENTIAL – DO NOT DISSEMINATE. This business plan contains confidential 
information and its shared only with the understanding that you will not share its contents or 
ideas with third parties without the express written consent of the plan author. 
 
for 2015. Much of the established educational outcome measures past years of data provided a 
baseline comparison for the future outcomes.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Appendices 
Figure 1 
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Reference: Centers for Disease Control and Prevention  
 
 
Figure 2 
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Reference: Centers for Disease Control and Prevention 
 
 
Table 1 
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Timeline  
Month 1-2  - Full Strategic Planning Session with Superintendent, KCON, and 
Architectural Firm to finalize health center plan and build-out cost 
- Project approved 
- Project bids accepted and approved  
Month 3-10 - Capital Campaign 
Month 11-12 - Marketing campaign begins  
Month 13-22 - Construction of health center 
- Positions approved, posted, and  hired 6 months prior to opening  
- Furniture selected and purchased 2 months prior to opening  
- Supplies ordered and received 6 weeks prior to opening  
- Policy and Procedure Manual completed 1 month prior to opening  
Month 23 - Health Center opens  
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Grand Valley State University Kirkhof College of Nursing 
 
 
  
Dean of Nursing 
Cynthia McCurren, PhD, RN 
Assistant Dean for 
Practice Ann Sheehan, 
DNP, CPNP 
Practice Manager 
Larry Boekeloo, 
MPA 
GVSU Employed 
 
▪Nurse Practitioners 
▪Registered Nurses 
▪Potential Embedded Faculty 
 
 
 
KCON Educational Partners 
Associate Dean for 
Undergraduate Programs 
Associate Dean for Graduate 
Programs 
 
 
 
Oakridge Public 
School-based Health 
Center 
Key: 
Reporting =  
Collaborating = ------- 
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Table 2 
Evaluation Plan for Educational Outcomes 
 
Outcome Metric Baseline   Annual Measure Annual Measure, 
etc 
Attendance Rates    
Dropout Rate    
Cumulative grade point 
average for each grade  
   
4 year Graduation Rate    
Students Proficient in 
Reading at the end of 
Third Grade (4
th
 Grade 
Michigan Educational 
Assessment Program 
(MEAP) 
   
Student Academic 
Growth 3-8 
   
Students Proficient in 
Math and Reading 3-8  
   
Student Proficient on all 
subjects Michigan Merit 
Exam (MME) 
   
ACT Composite Score    
ACT College Readiness 
Benchmarks 
   
ACT EXPLORE 
(district composite 
scores in English, 
Mathematics, Reading, 
and Science)  
   
 
Reference: Michigan School Data. Retrieved from https://www.michiganschooldata.org/  
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Table 3 
 
Evaluation Plan for Health Outcomes 
Outcome Metric Baseline  Annual Measure Annual Measure, 
etc. 
Michigan Profile for 
Healthy Youth (MiPHY) – 
grades 7, 9, 11 for health 
risk behaviors (substance 
abuse, violence, physical 
activity, nutrition, sexual 
behavior, and emotional 
health)   
   
Unduplicated number of 
youth served 
   
Number of physical exams 
provided 
   
Number enrolled in 
Medicaid/MI-
Child/Healthy Kids 
   
Number of immunizations 
provided 
   
Percent of clients who had 
risk assessment counseling  
   
Percent of clients with 
diagnosis of asthma that 
have an individualized care 
plan 
   
Percent of clients with a 
BMI at or above 85
th
 
percentile who had 
evidence of counseling for 
nutrition, physical activity, 
and screen time 
   
Percent of clients who were 
screened for depression  
   
Number of pregnancy test 
provided/percent positive 
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Number of Chlamydia test 
provided/percent positive  
   
 
 
 
Grand Valley State University  
Kirkhof College of Nursing  
Job Description 
 
ASSISTANT DEAN FOR PRACTICE  
Description  
 
The Assistant Dean for Practice for the Kirkhof College of Nursing (KCON) provides leadership 
in the development, implementation, coordination, and evaluation of academic practice/service 
models that support the strategic plan of the university and the college of nursing, as well as the 
West Michigan community.  Will be accountable to develop and sustain academic 
practice/service initiatives of faculty; establish new practice initiatives; develop community 
partnerships that enhance the overall teaching mission of KCON; and assure quality, evidence-
based nursing care at practice sites. Oversee negotiation of practice contracts between KCON 
and health care agencies, coordinate practice/service efforts, and manage the practice budgets.  
Support the academic and scholarship mission of the KCON.  This is a FTE 12 month 
appointment, and includes administration and practice (80%), and teaching (20%). 
 
Qualifications  
 
 Earned doctorate in nursing (PhD or DNP) or related discipline, masters degree in 
nursing and advanced nursing practice certification required.  
 Eligible for RN licensure in Michigan. 
 Ability to meet criteria for appointment at the level of professor, associate professor, or 
assistant professor 
 Previous administrative and advanced clinical experience in health care practice 
 Record of professional, community and scholarly productivity 
 Commitment to the highest quality standards of health care services 
 Evidence of effective leadership and interpersonal skills; strong organizational abilities; 
working knowledge of strategies for maximizing revenue for professional nursing 
services.   
 
Formal Accountability 
 
Reports to the Dean and is a member of the Dean’s Administrative Team. 
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Responsibilities 
 
1. Collaborates with the Dean of KCON and other colleagues in decisions that influence 
professional practice/service. 
2. Collaborates with the Dean’s Administrative Team to integrate practice/service, 
academic, and scholarship missions of KCON. 
3. Leads in the development, enactment, and evaluation of the academic nurse-managed 
practice sites. 
4. Collaborates with Assistant Deans for Academic Programs to ensure quality professional 
practice, education, and research within the nurse-managed health care initiatives. 
5. Facilitates the teaching role of the model clinical sites. 
6. Collaborates with internal and external constituents for the advancement of education and 
practice of nursing professionals. 
7. Explores and develops relationships with key community health care providers and 
services. 
8. Facilitates the development of faculty practice initiatives. 
9. Provides leadership in the development and evaluation of the faculty practice plan. 
10. Seeks external support for practice/service initiatives through negotiated contracts with 
other entities, reimbursement, and grant funding. 
11. Participates in development and administration of budget related to the area of 
responsibility. 
12. Collaborates with other departments and disciplines working toward healthy campus 
communities. 
13. Serves on appropriate University and community committees and task forces; and KCON 
committees as assigned. 
14. Participates as a member in meetings of the Dean’s Administrative Team. 
15. Demonstrates the scholarship of practice 
16. Teaches in area of specialty (20%/12 months or 7 credit hours/calendar year). 
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Grand Valley State University (GVSU) 
Family Health Center 
72 Sheldon Blvd. S.E. 
Grand Rapids, MI 49503 
616-988-8774 
FAX:  616-988-8775 
Title:  Practice Manager 
General Summary of Duties:  The Practice Manager works in collaboration with the Associate 
Dean for Practice, directing and supervising the day-to-day functions of the GVSU Family 
Health Center in accordance with federal, state, and local standards, guidelines, and regulations. 
The Practice Manager is responsible for carrying out all established policies. The position 
requires leadership to support the health center in all aspects of operations, business plan 
development, problem-solving, and change management.  Individual will seek and initiate 
improvement within the health center; and assist in annual plans, budgets, and meeting 
performance goals. 
 
Supervisor: Associate Dean for Practice  
                         GVSU Kirkhof College of Nursing   
 
Responsibilities: 
 
 Directs the operations at the GVSU Family Health Center 
o Facilitates development of policies and procedures 
o Monitors and enacts improvements in work flow 
o Promotes individual and team functioning 
o Monitors revenue and expenses, monthly 
o Plans budgetary adjustments with Associate Dean and health center staff 
o Identifies needs for change, takes initiative to begin planning process  
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o Collaborates with Associate Dean and staff in designing, enacting and evaluating 
change strategies 
 
 Manages revenue cycle 
o Ensures integrity of patient management system 
o Monitors scheduling and registration procedures 
o Monitors billing procedures 
o Tracks reimbursement flow 
o Takes action to rectify accounts receivable  
o Apprises Associate Dean of revenue cycle status at least monthly 
 
 Ensures the integrity of the electronic health record 
o Collaborates with health care providers in health record maintenance; is liaison 
with EHR vendors 
o Monitors completeness of documentation 
o Problem-solves hardware and/or software difficulties 
o Communicates concerns/recommendations for change with Associate Dean 
 
 Leads health care team at the center 
o Ensures adequate and appropriate staffing 
o Monitors performance 
o Provides feedback in timely manner 
o Conducts performance reviews annually and as indicated  
o Communicates concerns and successes with the Associate Dean 
o Plans performance development/corrective action as needed 
o Carries out plan of performance development/corrective action as planned 
 
 Collaborates with KCON faculty and staff and community health care resources 
o Promotes positive learning environment for GVSU students 
o Communicates with faculty and students engaged in learning/research experiences 
at the health center 
o Coordinates health center initiatives and faculty-led student learning activities 
o Apprises Associate Dean of student learning/research activities 
o Interacts with community health care providers 
o Represents KCON/GVSU Family Health Center in the local and regional health 
care community 
 
Education/ Work Experience:  
 Masters in an health care administration field  
 Minimum 5 years of experience in health care operations, including ambulatory and 
primary care clinics, multi-site management with experience in change, project 
management; and five years supervisory or management experience. 
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Job Knowledge and Skills:  
1. Knowledge of organization policies, procedures, systems, and objectives. 
2. Knowledge of fiscal management and human resource management techniques. 
3. Knowledge of accounting systems, insurance billing and collecting, and budgets;  revenue 
cycle management and tracking 
4.  Broad knowledge of the content, intent and application of federal and state regulations; 
ability to keep abreast of trends and developments, including reimbursement regulations and 
requirements, credentialing, HIPAA, CLIA and OSHA 
5.  Thorough knowledge of the operation and application of electronic health information 
systems.  Ability to use software at an acceptable level of proficiency.  
6.  Demonstrated ability to work independently or collaboratively as part of a team with both 
deadline constraints and multiple priorities or projects.  
7.  Knowledge of the principles and practices of human resource management relating to 
staff supervision and performance management, including development of job descriptions 
and performance evaluations for each position in the health center. 
Ability to counsel/discipline personnel as requested or as may become necessary. 
8. Skill in the development and implementation of written policies and procedures that 
govern the operations of the clinics. 
9. Skill in planning and organizing. 
10. Skill in exercising initiative, judgment, problem-solving, and decision-making. 
11. Skill in developing and maintaining effective relationships with health care providers and 
administrative staff, faculty, patients, and the public. 
12. Ability to communicate effectively both in writing and verbally. 
13. Ability to delegate authority, responsibility to other staff personnel as deemed necessary 
to perform their assigned duties. 
14. Ability to handle information in a confidential manner. 
 
15.  Represent GVSU Kirkhof College of Nursing in a positive, professional manner 
reflective of the values of the college. 
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16.  Maintain a good public relations program that serves the best interest of the practice and 
the community alike. 
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Grand Valley State University  
Family Health Center  
Position Title:  Assistant Manager for Practice  
Essential Functions 
1. Responsible for decisions that help direct the Practice Manager’s office and work flow.  
Analyzes situations and identifies problem resolution.  Prepares communications and 
presentations on the Practice Manager’s behalf.  Represents the Practice Manager and 
FHC on and off campus as needed.  Works closely with the office coordinator 
2. Ensures superior customer service and be knowledgeable in all aspects of the health 
center’s operations including billing, coding and collections, appointment scheduling, 
referrals, liaison with external collaborators and medical records maintenance. 
3. Serves as interface with Electronic Health System’s regional and local user group; ensure 
data to support “meaningful use” criteria are collected.  Remains current in knowledge 
and skills needed in this rapidly evolving environment for information systems in 
healthcare. 
4. Assesses work flow needs; hires, evaluates, and disciplines student workers.  Ensures 
comprehensive orientation. 
5. Attends/takes minutes for meetings at the Family Health Center.  Develops and 
implements office procedures/policies under the direction of the Practice Manager.  
Responsible for maintenance of FHC policies & procedures 
6. Works independently, is self-directed, and manages a broad range of diverse, advanced, 
and confidential annual and ad-hoc projects. 
7. Coordinates outreach activities for FHC (orientations, blood drives).  Responsible for 
content, logistics, and arrangements of social events for FHC to include outside activities.  
Arranges for travel/conference plans for FHC groups. 
8. Contributes to the Strategic Planning for the FHC, including implementation 
strategies/timelines. 
9. Coordinates the accreditation process through the FHC accrediting body. 
10. Determines appropriate handling of issues in the absence of the Practice Manager. 
11. Initiates correspondence.  May maintain the Practice Manager’s calendar. 
12. Must have a positive attitude and willingness to embrace organizational culture and 
change 
13. Exhibit strong leadership skills and project an outstanding professional demeanor 
14. Excellent verbal and communication skills; accommodate flexible work hours to meet 
customer demand. 
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Required Education and Experience 
1. Baccalaureate degree in health administration or business management. 
2. Computer skills including Microsoft Word, Excel and PowerPoint 
3.  
Preferred 
1. Experience with medical billing and coding 
2. Experience with credentialing 
3. Medical Office Experience 
4. Experience with Electronic Medical Record software 
Supervisory Responsibilities 
1. Student Workers 
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Grand Valley State University  
Kirkhof College of Nursing  
Job Description 
 
Job Title:     Nurse Practitioner 
 
Working Title:   Certified Family Nurse Practitioner or Pediatric Nurse Practitioner  
Kirkhof College of Nursing, Family Health Center 
 
Job Category:  Administrative/ Professional 
 
 
Required Qualifications: Graduate of an accredited school/college of nursing with a master 
degree in nursing, advanced practice; board certified as an adult, 
adult/gero, or family nurse practitioner; licensed to practice in the 
State of Michigan. Applicant must have the ability to practice 
independently within an autonomous nurse managed health care 
environment.  
 
Preferred Qualifications:     Doctor of Nursing Practice; fluent in Spanish 
 
General Description:  Seeking a certified nurse practitioner to provide primary care services in 
a collegial, autonomous nurse managed health care environment, including the provision of care 
to patients who have common acute care illnesses and those with complex chronic health 
problems. The NP will collaborate with appropriate health care professionals (nurses, physicians, 
social workers, psychologists, etc.) and make referrals as needed. 
 
Education:  Graduate of an accredited school/college of nursing with a master’s (MSN) or 
doctoral (DNP) degree as an advance practice nurse; board certification as an adult, adult/gero, 
or family nurse practitioner with a license to practice in the State of Michigan. 
 
Responsibilities: 
 
 Assesses the health status of patients using a comprehensive framework 
o Conducts a complete history, physical examination, and developmental 
assessment 
o Assesses physical and psychosocial parameters 
o Shared on-call responsibility  
 
 Identifies patient problem(s) 
o Recognizes emergent and urgent situations and acts accordingly 
o Includes patient and significant others in needs identification and problem 
resolution 
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 Plans care and intervenes as appropriate 
o Utilizes evidence based practice 
o Includes patient and family in development of plan of care 
o Addresses physical, psychological, developmental, and societal factors affecting 
health status 
o Orders appropriate laboratory and diagnostic tests with attention to cost 
effectiveness. 
o Works with patient to establish education / learning goals and works to achieve 
them. 
o Facilitates continuing care through appropriate agency/ health care referrals. 
o Collaborates with appropriate health care professionals. 
 
 Evaluates and documents plan of care at each visit 
o Tracks lab work, diagnosis(es) and referrals 
o Involves patient and family in evaluating and modifying plan of care 
o Collaborates and consults with health care providers to promote efficiency and 
effectiveness of care. 
o Documents clearly and completely and according to standards 
 
 Demonstrates leadership 
o Serves as a role model for professional conduct and practice 
o Serves as a clinical preceptor for students in graduate nursing education 
programs at GVSU/KCON 
o Supports educational experiences for undergraduate nursing students and 
interprofessional students 
o Assists in presenting in-services 
o Participates in the design and enactment of QI programs 
o Maintains open communication 
o Participates in peer review 
o Participates in scheduled screening clinics 
 
 Acts as a professional 
o Maintains currency in practice 
o Remains accountability for time, materials and human resources 
o Acts as a patient advocate 
o Develops policies and procedures 
o Acts as a member of the Family Health Center health care team 
o Is a positive force in the health center 
o Is active in professional organizations 
o Pursues a program of professional development/scholarship  
o Works autonomously 
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Grand Valley State University (GVSU) 
Kirkhof College of Nursing (KCON) 
 
Title:  Registered Nurse-Grand Valley State University Family Health Center 
 
Department:  KCON – Health Center 
 
Job Summary:   Provides nursing services and coordination activities associated with the 
operation of the center. 
 
Primary Duties & Global Responsibilities:  
 Interviews clients, completing health history and reason for visit 
 Completes basic physical assessment, including vital signs and brief review of systems 
 Formulates nursing diagnosis(es)  
 Communicates data and decisions to nurse practitioner 
 Interprets needs of clients via telephone assessment and decides on the plan of care 
(“telephone triage”) 
 Based on assessed care needs, develops care management strategies (case management) 
for client cohorts 
 Explains health information in developmentally and culturally appropriate manner 
 Maintains professional and friendly manner with clients 
 Completes medical records in legible, concise and accurate manner 
 Maintains positive interpersonal working relationship with each member of the health 
team 
 Accurately measures and interprets vital signs 
 Safely performs phlebotomy in infants, children and adults 
 Collects biological specimens such as urine and throat and stool cultures 
 Administers medications to infants, children and adults including recommended 
immunizations 
 Accurately uses diagnostic equipment such as EKG and peak flow meters 
 Uses therapeutic equipment such as oxygen delivery systems and nebulizers 
 Maintains universal  precautions in the handling of biological and chemical substances 
and hazardous wastes 
 Maintains clean and barrier-free workplace 
 Facilitates flow of clients to support effective and therapeutic health services 
 Works collaboratively with University faculty to support education of health professions 
students, both graduate and undergraduate 
 Collaborates as a member of the health team, developing goals and strategies for 
continuous improvement of the health center’s services 
 Participates in Wellness Screening clinics 
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Minimum Required Qualifications: 
 Baccalaureate in nursing, masters in nursing preferred 
 Three year experience as a professional nurse; at least one in community health 
 Licensed as a professional nurse in the State of Michigan 
 Analytic ability  to interpret verbal, visual and written data 
 Able to establish care management system independently 
 Visual acuity to use equipment and to read health records in usual lighting 
 Ability to work confidently, calmly and accurately in high pressure situations 
 Ability to hear quiet, muffled and high-pitched sounds through the diaphragm/bell of a 
stethoscope, such as breathing and bowel sounds 
 
Desired Qualifications:  
 Able to speak  and write Spanish 
 Experience in higher education 
 Experience in immunizations in pediatric populations 
 Experience in case management 
 
Supervision Received: 
 
Receives supervision and work assignments from Nurse Practitioners or Practice Manager 
 
 Supervision Exercised: 
 
May be responsible for mentoring professions students during their clinical experience at the 
health center. May supervise student employees as requested. 
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Title:                                   Certified Medical Assistant  
 
Required Qualifications:  Certified as a Medical Assistant in the State of Michigan  
  
Preferred Qualifications: 3-5 years primary care or health center office experience.  
 
General Description:        provides patient related duties under the supervision of the  
                                            registered nurse 
 
Responsibilities:  
 Performs routine pre-examination procedures including taking vital signs and assessing 
and recording objective and subjective data concerning patient’s presenting condition. 
 Assists nurse practitioner with examinations and procedures. 
 Performs patient care measures including injections, minor dressing changes and routine 
laboratory tests and treatments as directed by nurse practitioner and registered nurse. 
 Prepares and cleans the patient area; sets up equipment, cleans and facilitates room set up 
after procedure 
 Maintains a clean and safe environment for patients and co-workers. 
 Calibrates and checks equipment according to schedule or prior to use. 
 Maintains system for accurately recording and reporting patient conditions in the medical 
record; verifying patient insurance and demographic information. 
 Maintains confidentiality of patient information according to health center policies and 
governmental regulations such as HIPAA and others. 
 Follows provider’s directives regarding communication to patient; i.e. test results, nurse 
practitioner orders, and patient education. 
 Schedules appointments for outpatient procedures and communicates dates, times and 
patient prep information to the patient. 
 Performs additional responsibilities as directed by the practice manager, assistant practice 
manager, nurse practitioner, and registered nurse.  
  
 37 
CONFIDENTIAL – DO NOT DISSEMINATE. This business plan contains confidential 
information and its shared only with the understanding that you will not share its contents or 
ideas with third parties without the express written consent of the plan author. 
 
 
 
 
 
Pro Formas
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60 Month Proforma (Detail)
Family Health Center Medicaid Reimbursement Rates Year 1
FQHC Entity Total Yr 1
July August September October November December January February March April May June
Patient Volume/day
NP 1 10 10 10 10 10 20 20 20 20 20 20 20
NP 2 0 0 0 0 0 0 10 10 10 10 10 10
RN1 5 5 5 5 5 5 5 5 5 5 5 5
15 15 15 15 15 25 35 35 35 35 35 35 310
Patient Volume/mo
Avg Days/wk Avg wk/mo
0 0 0 0 0 0 0 0 0 0 0 0 0 0 0
NP 1 5 4 200 200 200 200 200 400 400 400 400 400 400 400 3,800
NP 2 5 4 0 0 0 0 0 0 200 200 200 200 200 200 1,200
RN1 5 4 100 100 100 100 100 100 100 100 100 100 100 100 1,200
300 300 300 300 300 500 700 700 700 700 700 700 6,200
Gross Charges $/Visit
105 0 0 0 0 0 0 0 0 0 0 0 0 0
NP 1 105 21,000 21,000 21,000 21,000 21,000 42,000 42,000 42,000 42,000 42,000 42,000 42,000 399,000
NP 2 105 0 0 0 0 0 0 21,000 21,000 21,000 21,000 21,000 21,000 126,000
RN1 105 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 126,000
Total Gross Charges 31,500 31,500 31,500 31,500 31,500 52,500 73,500 73,500 73,500 73,500 73,500 73,500 651,000
Cash Collections Collection % Net Revenue
78.75             75% 0 0 0 0 0 0 0 0 0 0 0 0 0
NP 1 75% 15,750 15,750 15,750 15,750 15,750 31,500 31,500 31,500 31,500 31,500 31,500 31,500 299,250
NP 2 75% 0 0 0 0 0 0 15,750 15,750 15,750 15,750 15,750 15,750 94,500
RN1 75% 7,875 7,875 7,875 7,875 7,875 7,875 7,875 7,875 7,875 7,875 7,875 7,875 94,500
Total Net Patient Revenue 23,625 23,625 23,625 23,625 23,625 39,375 55,125 55,125 55,125 55,125 55,125 55,125 488,250
Total Facility Fee & Managed Care Capitation 0 0 0 0 0 0 0 0 0 0 0 0 0
Total Net Revenue 23,625 23,625 23,625 23,625 23,625 39,375 55,125 55,125 55,125 55,125 55,125 55,125 488,250
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Variable Expenses Variable Exp. %
(based on Gross Rev)
Expendable clinical Supplies 6.00             supply 1,800 1,800 1,800 1,800 1,800 3,000 4,200 4,200 4,200 4,200 4,200 4,200 37,200
Purchased Svc 0.05% exp 16 16 16 16 16 26 37 37 37 37 37 37 326
Purchase Svc. Ancillary 0.30% exp 95 95 95 95 95 158 221 221 221 221 221 221 1,953
Other supplies 1.18             supply 354 354 354 354 354 590 826 826 826 826 826 826 7,316
Billing Service Exp. 8.00% exp 1,890 1,890 1,890 1,890 1,890 3,150 4,410 4,410 4,410 4,410 4,410 4,410 39,060
Other Variable Expense 0.10% exp 32 32 32 32 32 53 74 74 74 74 74 74 651
Subtotal Variable Expense 0.00% 4,186 4,186 4,186 4,186 4,186 6,976 9,767 9,767 9,767 9,767 9,767 9,767 86,506
Fixed Expense
Non-Clinical Staff
Hours Wages Staff/MD
Collaborating Physician 0 0 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 12,000
Office Coordinator 2080 23.96 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 49,837
Asst Prac Manager - 1 FTE 2080 28.48 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 59,238
Practice Mgr - .2 FTE 416 51.35 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 21,362
0 0 0 0 0 0 0 0 0 0 0 0 0
Non-Cllinical 0 0 0 0 0 0 0 0 0 0 0 0 0
Square Feet Cost/Sq. Ft.
Building Occupancy Exp 4000 @ $0.00 0 0 0 0 0 0 0 0 0 0 0 0 0
CME/Dues/Licenses 0 exp 0 0 0 0 0 0 0 0 0 0 0 0 0
Malpractice 0 exp 0 0 0 0 0 0 0 0 0 0 0 0 0
Depreciation exp 0 0 0 0 0 0 0 0 0 0 0 0 0
Bank Fees 1250 exp 104 104 104 104 104 104 104 104 104 104 104 104 1,250
Other Fixed 2000 exp 167 167 167 167 167 167 167 167 167 167 167 167 2,000
Subtotal Fixed Exp 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 145,687
Total Non-Clinical Expense 16,326 16,326 16,326 16,326 16,326 19,117 21,907 21,907 21,907 21,907 21,907 21,907 232,192
Net Income Before Clinical Staff 7,299 7,299 7,299 7,299 7,299 20,258 33,218 33,218 33,218 33,218 33,218 33,218 256,058
mgma 50th %ile
Yr. 3-4 $ / RVU
Assit Dean for Practice FTE .2 95,000.00     
Asst Pract Mgr Benefits 40,299.00      
Asst Pract Mgr Total Comp/Benefits 27,059.80     2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 27,060
MA 1 FTE 1.0 37,000.00     
MA 1 Benefits 15,695.00     
MA 1 Total Comp/Benefits 52,695.00     25.33           0 0 0 0 0 0 0 0 0 0 0 0 0
NP 1 Comp - Lead FTE 1.0 92,000.00     39.87           
NP 1 Benefits 39,026.40     3,252.20      
NP 1 Total Comp/Benefits 131,026.40   10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 131,026
NP 2 Comp FTE 1.0 80,000.00     39.87           
NP 2 Benefits 33,936.00     2,828.00      
NP 2 Total Comp/Benefits 113,936.00   0 0 0 0 0 0 9,495 9,495 9,495 9,495 9,495 9,495 56,968
RN 1 FTE 1.0 62,000.00     39.87           
RN 1 Benefits 26,300.00     2,191.67      
RN 1 Total Comp/Benefits 88,300.00     7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 88,300
Total GVSU Expenses 20,532 20,532 20,532 20,532 20,532 20,532 30,027 30,027 30,027 30,027 30,027 30,027 303,354
Total Expenses 36,859 36,859 36,859 36,859 36,859 39,649 51,934 51,934 51,934 51,934 51,934 51,934 535,547
Net Income gain/(loss) After Physician Comp & Benefits (13,234) (13,234) (13,234) (13,234) (13,234) (274) 3,191 3,191 3,191 3,191 3,191 3,191 (47,297)
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60 Month Proforma (Detail)
Family Health Center Medicaid Reimbursement Rates 100% Year 2
FQHC Entity Total Yr 2
July August September October November December January February March April May June
Patient Volume/day
NP 1 20 20 20 20 20 25 25 25 28 28 28 28
NP 2 15 15 15 15 15 15 20 20 20 20 20 20
RN1 5 5 5 5 5 5 5 5 5 5 5 5
40 40 40 40 40 45 50 50 53 53 53 53 557
Patient Volume/mo
Avg Days/wk Avg wk/mo
0 0 0 0 0 0 0 0 0 0 0 0 0 0 0
NP 1 5 4 400 400 400 400 400 500 500 500 560 560 560 560 5,740
NP 2 5 4 300 300 300 300 300 300 400 400 400 400 400 400 4,200
RN1 5 4 100 100 100 100 100 100 100 100 100 100 100 100 1,200
800 800 800 800 800 900 1,000 1,000 1,060 1,060 1,060 1,060 11,140
Gross Charges $/Visit
105 0 0 0 0 0 0 0 0 0 0 0 0 0
NP 1 105 42,000 42,000 42,000 42,000 42,000 52,500 52,500 52,500 58,800 58,800 58,800 58,800 602,700
NP 2 105 31,500 31,500 31,500 31,500 31,500 31,500 42,000 42,000 42,000 42,000 42,000 42,000 441,000
RN1 105 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 126,000
Total Gross Charges 84,000 84,000 84,000 84,000 84,000 94,500 105,000 105,000 111,300 111,300 111,300 111,300 1,169,700
Cash Collections Collection % Net Revenue
78.75             75% 0 0 0 0 0 0 0 0 0 0 0 0 0
NP 1 75% 31,500 31,500 31,500 31,500 31,500 39,375 39,375 39,375 44,100 44,100 44,100 44,100 452,025
NP 2 75% 23,625 23,625 23,625 23,625 23,625 23,625 31,500 31,500 31,500 31,500 31,500 31,500 330,750
RN1 75% 7,875 7,875 7,875 7,875 7,875 7,875 7,875 7,875 7,875 7,875 7,875 7,875 94,500
Total Net Patient Revenue 63,000 63,000 63,000 63,000 63,000 70,875 78,750 78,750 83,475 83,475 83,475 83,475 877,275
Total Facility Fee & Managed Care Capitation 0 0 0 0 0 0 0 0 0 0 0 0 0
Total Net Revenue 63,000 63,000 63,000 63,000 63,000 70,875 78,750 78,750 83,475 83,475 83,475 83,475 877,275
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Variable Expenses Variable Exp. %
(based on Gross Rev)
Expendable clinical Supplies 6.00             supply 4,800 4,800 4,800 4,800 4,800 5,400 6,000 6,000 6,360 6,360 6,360 6,360 66,840
Purchased Svc 0.05% exp 42 42 42 42 42 47 53 53 56 56 56 56 585
Purchase Svc. Ancillary 0.30% exp 252 252 252 252 252 284 315 315 334 334 334 334 3,509
Other supplies 1.18             supply 944 944 944 944 944 1,062 1,180 1,180 1,251 1,251 1,251 1,251 13,145
Billing Service Exp. 8.00% exp 5,040 5,040 5,040 5,040 5,040 5,670 6,300 6,300 6,678 6,678 6,678 6,678 70,182
Other Variable Expense 0.10% exp 84 84 84 84 84 95 105 105 111 111 111 111 1,170
Subtotal Variable Expense 0.00% 11,162 11,162 11,162 11,162 11,162 12,557 13,953 13,953 14,790 14,790 14,790 14,790 155,431
Fixed Expense
Non-Clinical Staff
Hours Wages Staff/MD
Collaborating Physician 0 0 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 12,000
Office Coordinator 2080 23.96 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 49,837
Asst Prac Manager - 1 FTE 2080 28.48 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 59,238
Practice Mgr - .2 FTE 416 51.35 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 21,362
0 0 0 0 0 0 0 0 0 0 0 0 0
Non-Cllinical 0 0 0 0 0 0 0 0 0 0 0 0 0
Square Feet Cost/Sq. Ft.
Building Occupancy Exp 4000 @ $0.00 0 0 0 0 0 0 0 0 0 0 0 0 0
CME/Dues/Licenses 0 exp 0 0 0 0 0 0 0 0 0 0 0 0 0
Malpractice 0 exp 0 0 0 0 0 0 0 0 0 0 0 0 0
Depreciation exp 0 0 0 0 0 0 0 0 0 0 0 0 0
Bank Fees 1250 exp 104 104 104 104 104 104 104 104 104 104 104 104 1,250
Other Fixed 2000 exp 167 167 167 167 167 167 167 167 167 167 167 167 2,000
Subtotal Fixed Exp 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 145,687
Total Non-Clinical Expense 23,303 23,303 23,303 23,303 23,303 24,698 26,093 26,093 26,930 26,930 26,930 26,930 301,118
Net Income Before Clinical Staff 39,697 39,697 39,697 39,697 39,697 46,177 52,657 52,657 56,545 56,545 56,545 56,545 576,157
mgma 50th %ile
Yr. 3-4 $ / RVU
Assit Dean for Practice FTE .2 95,000.00     
Asst Pract Mgr Benefits 40,299.00      
Asst Pract Mgr Total Comp/Benefits 27,059.80     2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 27,060
MA 1 FTE 1.0 37,000.00     
MA 1 Benefits 15,695.00     
MA 1 Total Comp/Benefits 52,695.00     25.33           4,391 4,391 4,391 4,391 4,391 4,391 4,391 4,391 4,391 4,391 4,391 4,391 52,695
NP 1 Comp - Lead FTE 1.0 92,000.00     39.87           
NP 1 Benefits 39,026.40     3,252.20      
NP 1 Total Comp/Benefits 131,026.40   10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 131,026
NP 2 Comp FTE 1.0 80,000.00     39.87           
NP 2 Benefits 33,936.00     2,828.00      
NP 2 Total Comp/Benefits 113,936.00   9,495 9,495 9,495 9,495 9,495 9,495 9,495 9,495 9,495 9,495 9,495 9,495 113,936
RN 1 FTE 1.0 62,000.00     39.87           
RN 1 Benefits 26,300.00     2,191.67      
RN 1 Total Comp/Benefits 88,300.00     7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 88,300
Total GVSU Expenses 34,418 34,418 34,418 34,418 34,418 34,418 34,418 34,418 34,418 34,418 34,418 34,418 413,017
Total Expenses 57,721 57,721 57,721 57,721 57,721 59,116 60,511 60,511 61,348 61,348 61,348 61,348 714,135
Net Income gain/(loss) After Physician Comp & Benefits 5,279 5,279 5,279 5,279 5,279 11,759 18,239 18,239 22,127 22,127 22,127 22,127 163,140
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60 Month Proforma (Detail)
Family Health Center Medicaid Reimbursement Rates 100% Year 3
FQHC Entity Total Yr 3
July August September October November December January February March April May June
Patient Volume/day
NP 1 28 28 28 28 28 28 28 28 28 28 28 28
NP 2 28 28 28 28 28 28 28 28 28 28 28 28
RN1 5 5 5 5 5 5 5 5 5 5 5 5
61 61 61 61 61 61 61 61 61 61 61 61 732
Patient Volume/mo
Avg Days/wk Avg wk/mo
0 0 0 0 0 0 0 0 0 0 0 0 0 0 0
NP 1 5 4 560 560 560 560 560 560 560 560 560 560 560 560 6,720
NP 2 5 4 560 560 560 560 560 560 560 560 560 560 560 560 6,720
RN1 5 4 100 100 100 100 100 100 100 100 100 100 100 100 1,200
1,220 1,220 1,220 1,220 1,220 1,220 1,220 1,220 1,220 1,220 1,220 1,220 14,640
Gross Charges $/Visit
105 0 0 0 0 0 0 0 0 0 0 0 0 0
NP 1 105 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 705,600
NP 2 105 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 705,600
RN1 105 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 126,000
Total Gross Charges 128,100 128,100 128,100 128,100 128,100 128,100 128,100 128,100 128,100 128,100 128,100 128,100 1,537,200
Cash Collections Collection %
78.75             75% 0 0 0 0 0 0 0 0 0 0 0 0 0
NP 1 75% 44,100 44,100 44,100 44,100 44,100 44,100 44,100 44,100 44,100 44,100 44,100 44,100 529,200
NP 2 75% 44,100 44,100 44,100 44,100 44,100 44,100 44,100 44,100 44,100 44,100 44,100 44,100 529,200
RN1 75% 7,875 7,875 7,875 7,875 7,875 7,875 7,875 7,875 7,875 7,875 7,875 7,875 94,500
Total Net Patient Revenue 96,075 96,075 96,075 96,075 96,075 96,075 96,075 96,075 96,075 96,075 96,075 96,075 1,152,900
Total Facility Fee & Managed Care Capitation 0 0 0 0 0 0 0 0 0 0 0 0 0
Total Net Revenue 96,075 96,075 96,075 96,075 96,075 96,075 96,075 96,075 96,075 96,075 96,075 96,075 1,152,900
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Variable Expenses Variable Exp. %
(based on Gross Rev)
Expendable clinical Supplies 6.00             supply 7,320 7,320 7,320 7,320 7,320 7,320 7,320 7,320 7,320 7,320 7,320 7,320 87,840
Purchased Svc 0.05% exp 64 64 64 64 64 64 64 64 64 64 64 64 769
Purchase Svc. Ancillary 0.30% exp 384 384 384 384 384 384 384 384 384 384 384 384 4,612
Other supplies 1.18             supply 1,440 1,440 1,440 1,440 1,440 1,440 1,440 1,440 1,440 1,440 1,440 1,440 17,275
Billing Service Exp. 8.00% exp 7,686 7,686 7,686 7,686 7,686 7,686 7,686 7,686 7,686 7,686 7,686 7,686 92,232
Other Variable Expense 0.10% exp 128 128 128 128 128 128 128 128 128 128 128 128 1,537
Subtotal Variable Expense 0.00% 17,022 17,022 17,022 17,022 17,022 17,022 17,022 17,022 17,022 17,022 17,022 17,022 204,265
Fixed Expense
Non-Clinical Staff
Hours Wages Staff/MD
Collaborating Physician 0 0 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 12,000
Office Coordinator 2080 23.96 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 49,837
Asst Prac Manager - 1 FTE 2080 28.48 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 59,238
Practice Mgr - .2 FTE 416 51.35 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 21,362
0 0 0 0 0 0 0 0 0 0 0 0 0
Non-Cllinical 0 0 0 0 0 0 0 0 0 0 0 0 0
Square Feet Cost/Sq. Ft.
Building Occupancy Exp 4000 @ $0.00 0 0 0 0 0 0 0 0 0 0 0 0 0
CME/Dues/Licenses 0 exp 0 0 0 0 0 0 0 0 0 0 0 0 0
Malpractice 0 exp 0 0 0 0 0 0 0 0 0 0 0 0 0
Depreciation exp 0 0 0 0 0 0 0 0 0 0 0 0 0
Bank Fees 1250 exp 104 104 104 104 104 104 104 104 104 104 104 104 1,250
Other Fixed 2000 exp 167 167 167 167 167 167 167 167 167 167 167 167 2,000
Subtotal Fixed Exp 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 145,687
Total Non-Clinical Expense 29,163 29,163 29,163 29,163 29,163 29,163 29,163 29,163 29,163 29,163 29,163 29,163 349,951
Net Income Before Clinical Staff 66,912 66,912 66,912 66,912 66,912 66,912 66,912 66,912 66,912 66,912 66,912 66,912 802,949
mgma 50th %ile
Yr. 3-4 $ / RVU
Assit Dean for Practice FTE .2 95,000.00     
Asst Pract Mgr Benefits 40,299.00      
Asst Pract Mgr Total Comp/Benefits 27,059.80     2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 27,060
MA 1 FTE 1.0 37,000.00     
MA 1 Benefits 15,695.00     
MA 1 Total Comp/Benefits 52,695.00     25.33           4,391 4,391 4,391 4,391 4,391 4,391 4,391 4,391 4,391 4,391 4,391 4,391 52,695
NP 1 Comp - Lead FTE 1.0 92,000.00     39.87           
NP 1 Benefits 39,026.40     3,252.20      
NP 1 Total Comp/Benefits 131,026.40   10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 131,026
NP 2 Comp FTE 1.0 80,000.00     39.87           
NP 2 Benefits 33,936.00     2,828.00      
NP 2 Total Comp/Benefits 113,936.00   9,495 9,495 9,495 9,495 9,495 9,495 9,495 9,495 9,495 9,495 9,495 9,495 113,936
RN 1 FTE 1.0 62,000.00     39.87           
RN 1 Benefits 26,300.00     2,191.67      
RN 1 Total Comp/Benefits 88,300.00     7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 88,300
Total GVSU Expenses 34,418 34,418 34,418 34,418 34,418 34,418 34,418 34,418 34,418 34,418 34,418 34,418 413,017
Total Expenses 63,581 63,581 63,581 63,581 63,581 63,581 63,581 63,581 63,581 63,581 63,581 63,581 762,969
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60 Month Proforma (Detail)
Family Health Center Medicaid Reimbursement Rates 100% Year 4
FQHC Entity Total Yr 4
July August September October November December January February March April May June
Patient Volume/day
NP 1 28 28 28 28 28 28 28 28 28 28 28 28
NP 2 28 28 28 28 28 28 28 28 28 28 28 28
RN1 5 5 5 5 5 5 5 5 5 5 5 5
61 61 61 61 61 61 61 61 61 61 61 61 732
Patient Volume/mo
Avg Days/wk Avg wk/mo
0 0 0 0 0 0 0 0 0 0 0 0 0 0 0
NP 1 5 4 560 560 560 560 560 560 560 560 560 560 560 560 6,720
NP 2 5 4 560 560 560 560 560 560 560 560 560 560 560 560 6,720
RN1 5 4 100 100 100 100 100 100 100 100 100 100 100 100 1,200
1,220 1,220 1,220 1,220 1,220 1,220 1,220 1,220 1,220 1,220 1,220 1,220 14,640
Gross Charges $/Visit
105 0 0 0 0 0 0 0 0 0 0 0 0 0
NP 1 105 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 705,600
NP 2 105 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 705,600
RN1 105 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 126,000
Total Gross Charges 128,100 128,100 128,100 128,100 128,100 128,100 128,100 128,100 128,100 128,100 128,100 128,100 1,537,200
Cash Collections Collection % Net Revenue
78.75             75% 0 0 0 0 0 0 0 0 0 0 0 0 0
NP 1 75% 44,100 44,100 44,100 44,100 44,100 44,100 44,100 44,100 44,100 44,100 44,100 44,100 529,200
NP 2 75% 44,100 44,100 44,100 44,100 44,100 44,100 44,100 44,100 44,100 44,100 44,100 44,100 529,200
RN1 75% 7,875 7,875 7,875 7,875 7,875 7,875 7,875 7,875 7,875 7,875 7,875 7,875 94,500
Total Net Patient Revenue 96,075 96,075 96,075 96,075 96,075 96,075 96,075 96,075 96,075 96,075 96,075 96,075 1,152,900
Total Facility Fee & Managed Care Capitation 0 0 0 0 0 0 0 0 0 0 0 0 0
Total Net Revenue 96,075 96,075 96,075 96,075 96,075 96,075 96,075 96,075 96,075 96,075 96,075 96,075 1,152,900
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Variable Expenses Variable Exp. %
(based on Gross Rev)
Expendable clinical Supplies 6.00             supply 7,320 7,320 7,320 7,320 7,320 7,320 7,320 7,320 7,320 7,320 7,320 7,320 87,840
Purchased Svc 0.05% exp 64 64 64 64 64 64 64 64 64 64 64 64 769
Purchase Svc. Ancillary 0.30% exp 384 384 384 384 384 384 384 384 384 384 384 384 4,612
Other supplies 1.18             supply 1,440 1,440 1,440 1,440 1,440 1,440 1,440 1,440 1,440 1,440 1,440 1,440 17,275
Billing Service Exp. 8.00% exp 7,686 7,686 7,686 7,686 7,686 7,686 7,686 7,686 7,686 7,686 7,686 7,686 92,232
Other Variable Expense 0.10% exp 128 128 128 128 128 128 128 128 128 128 128 128 1,537
Subtotal Variable Expense 0.00% 17,022 17,022 17,022 17,022 17,022 17,022 17,022 17,022 17,022 17,022 17,022 17,022 204,265
Fixed Expense
Non-Clinical Staff
Hours Wages Staff/MD
Collaborating Physician 0 0 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 12,000
Office Coordinator 2080 23.96 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 49,837
Asst Prac Manager - 1 FTE 2080 28.48 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 59,238
Practice Mgr - .2 FTE 416 51.35 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 21,362
0 0 0 0 0 0 0 0 0 0 0 0 0
Non-Cllinical 0 0 0 0 0 0 0 0 0 0 0 0 0
Square Feet Cost/Sq. Ft.
Building Occupancy Exp 4000 @ $0.00 0 0 0 0 0 0 0 0 0 0 0 0 0
CME/Dues/Licenses 0 exp 0 0 0 0 0 0 0 0 0 0 0 0 0
Malpractice 0 exp 0 0 0 0 0 0 0 0 0 0 0 0 0
Depreciation exp 0 0 0 0 0 0 0 0 0 0 0 0 0
Bank Fees 1250 exp 104 104 104 104 104 104 104 104 104 104 104 104 1,250
Other Fixed 2000 exp 167 167 167 167 167 167 167 167 167 167 167 167 2,000
Subtotal Fixed Exp 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 145,687
Total Non-Clinical Expense 29,163 29,163 29,163 29,163 29,163 29,163 29,163 29,163 29,163 29,163 29,163 29,163 349,951
Net Income Before Clinical Staff 66,912 66,912 66,912 66,912 66,912 66,912 66,912 66,912 66,912 66,912 66,912 66,912 802,949
mgma 50th %ile
Yr. 3-4 $ / RVU
Assit Dean for Practice FTE .2 95,000.00     
Asst Pract Mgr Benefits 40,299.00      
Asst Pract Mgr Total Comp/Benefits 27,059.80     2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 27,060
MA 1 FTE 1.0 37,000.00     
MA 1 Benefits 15,695.00     
MA 1 Total Comp/Benefits 52,695.00     25.33           4,391 4,391 4,391 4,391 4,391 4,391 4,391 4,391 4,391 4,391 4,391 4,391 52,695
NP 1 Comp - Lead FTE 1.0 92,000.00     39.87           
NP 1 Benefits 39,026.40     3,252.20      
NP 1 Total Comp/Benefits 131,026.40   10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 131,026
NP 2 Comp FTE 1.0 80,000.00     39.87           
NP 2 Benefits 33,936.00     2,828.00      
NP 2 Total Comp/Benefits 113,936.00   9,495 9,495 9,495 9,495 9,495 9,495 9,495 9,495 9,495 9,495 9,495 9,495 113,936
RN 1 FTE 1.0 62,000.00     39.87           
RN 1 Benefits 26,300.00     2,191.67      
RN 1 Total Comp/Benefits 88,300.00     7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 88,300
Total GVSU Expenses 34,418 34,418 34,418 34,418 34,418 34,418 34,418 34,418 34,418 34,418 34,418 34,418 413,017
Total Expenses 63,581 63,581 63,581 63,581 63,581 63,581 63,581 63,581 63,581 63,581 63,581 63,581 762,969
Net Income gain/(loss) After Physician Comp & Benefits 32,494 32,494 32,494 32,494 32,494 32,494 32,494 32,494 32,494 32,494 32,494 32,494 389,931
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60 Month Proforma (Detail)
Family Health Center Medicaid Reimbursement Rates 100% Year 5
FQHC Entity Total Yr 5
July August September October November December January February March April May June
Patient Volume/day
NP 1 28 28 28 28 28 28 28 28 28 28 28 28
NP 2 28 28 28 28 28 28 28 28 28 28 28 28
RN1 5 5 5 5 5 5 5 5 5 5 5 5
61 61 61 61 61 61 61 61 61 61 61 61 732
Patient Volume/mo
Avg Days/wk Avg wk/mo
0 0 0 0 0 0 0 0 0 0 0 0 0 0 0
NP 1 5 4 560 560 560 560 560 560 560 560 560 560 560 560 6,720
NP 2 5 4 560 560 560 560 560 560 560 560 560 560 560 560 6,720
RN1 5 4 100 100 100 100 100 100 100 100 100 100 100 100 1,200
1,220 1,220 1,220 1,220 1,220 1,220 1,220 1,220 1,220 1,220 1,220 1,220 14,640
Gross Charges $/Visit
105 0 0 0 0 0 0 0 0 0 0 0 0 0
NP 1 105 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 705,600
NP 2 105 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 705,600
RN1 105 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 126,000
Total Gross Charges 128,100 128,100 128,100 128,100 128,100 128,100 128,100 128,100 128,100 128,100 128,100 128,100 1,537,200
Cash Collections Collection % Net Revenue
78.75             75% 0 0 0 0 0 0 0 0 0 0 0 0 0
NP 1 75% 44,100 44,100 44,100 44,100 44,100 44,100 44,100 44,100 44,100 44,100 44,100 44,100 529,200
NP 2 75% 44,100 44,100 44,100 44,100 44,100 44,100 44,100 44,100 44,100 44,100 44,100 44,100 529,200
RN1 75% 7,875 7,875 7,875 7,875 7,875 7,875 7,875 7,875 7,875 7,875 7,875 7,875 94,500
Total Net Patient Revenue 96,075 96,075 96,075 96,075 96,075 96,075 96,075 96,075 96,075 96,075 96,075 96,075 1,152,900
Total Facility Fee & Managed Care Capitation 0 0 0 0 0 0 0 0 0 0 0 0 0
Total Net Revenue 96,075 96,075 96,075 96,075 96,075 96,075 96,075 96,075 96,075 96,075 96,075 96,075 1,152,900
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Variable Expenses Variable Exp. %
(based on Gross Rev)
Expendable clinical Supplies 6.00             supply 7,320 7,320 7,320 7,320 7,320 7,320 7,320 7,320 7,320 7,320 7,320 7,320 87,840
Purchased Svc 0.05% exp 64 64 64 64 64 64 64 64 64 64 64 64 769
Purchase Svc. Ancillary 0.30% exp 384 384 384 384 384 384 384 384 384 384 384 384 4,612
Other supplies 1.18             supply 1,440 1,440 1,440 1,440 1,440 1,440 1,440 1,440 1,440 1,440 1,440 1,440 17,275
Billing Service Exp. 8.00% exp 7,686 7,686 7,686 7,686 7,686 7,686 7,686 7,686 7,686 7,686 7,686 7,686 92,232
Other Variable Expense 0.10% exp 128 128 128 128 128 128 128 128 128 128 128 128 1,537
Subtotal Variable Expense 0.00% 17,022 17,022 17,022 17,022 17,022 17,022 17,022 17,022 17,022 17,022 17,022 17,022 204,265
Fixed Expense
Non-Clinical Staff
Hours Wages Staff/MD
Collaborating Physician 0 0 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 12,000
Office Coordinator 2080 23.96 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 49,837
Asst Prac Manager - 1 FTE 2080 28.48 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 59,238
Practice Mgr - .2 FTE 416 51.35 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 21,362
0 0 0 0 0 0 0 0 0 0 0 0 0
Non-Cllinical 0 0 0 0 0 0 0 0 0 0 0 0 0
Square Feet Cost/Sq. Ft.
Building Occupancy Exp 4000 @ $0.00 0 0 0 0 0 0 0 0 0 0 0 0 0
CME/Dues/Licenses 0 exp 0 0 0 0 0 0 0 0 0 0 0 0 0
Malpractice 0 exp 0 0 0 0 0 0 0 0 0 0 0 0 0
Depreciation exp 0 0 0 0 0 0 0 0 0 0 0 0 0
Bank Fees 1250 exp 104 104 104 104 104 104 104 104 104 104 104 104 1,250
Other Fixed 2000 exp 167 167 167 167 167 167 167 167 167 167 167 167 2,000
Subtotal Fixed Exp 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 145,687
Total Non-Clinical Expense 29,163 29,163 29,163 29,163 29,163 29,163 29,163 29,163 29,163 29,163 29,163 29,163 349,951
Net Income Before Clinical Staff 66,912 66,912 66,912 66,912 66,912 66,912 66,912 66,912 66,912 66,912 66,912 66,912 802,949
mgma 50th %ile
Yr. 3-4 $ / RVU
Assit Dean for Practice FTE .2 95,000.00     
Asst Pract Mgr Benefits 40,299.00      
Asst Pract Mgr Total Comp/Benefits 27,059.80     2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 27,060
MA 1 FTE 1.0 37,000.00     
MA 1 Benefits 15,695.00     
MA 1 Total Comp/Benefits 52,695.00     25.33           4,391 4,391 4,391 4,391 4,391 4,391 4,391 4,391 4,391 4,391 4,391 4,391 52,695
NP 1 Comp - Lead FTE 1.0 92,000.00     39.87           
NP 1 Benefits 39,026.40     3,252.20      
NP 1 Total Comp/Benefits 131,026.40   10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 131,026
NP 2 Comp FTE 1.0 80,000.00     39.87           
NP 2 Benefits 33,936.00     2,828.00      
NP 2 Total Comp/Benefits 113,936.00   9,495 9,495 9,495 9,495 9,495 9,495 9,495 9,495 9,495 9,495 9,495 9,495 113,936
RN 1 FTE 1.0 62,000.00     39.87           
RN 1 Benefits 26,300.00     2,191.67      
RN 1 Total Comp/Benefits 88,300.00     7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 88,300
Total GVSU Expenses 34,418 34,418 34,418 34,418 34,418 34,418 34,418 34,418 34,418 34,418 34,418 34,418 413,017
Total Expenses 63,581 63,581 63,581 63,581 63,581 63,581 63,581 63,581 63,581 63,581 63,581 63,581 762,969
Net Income gain/(loss) After Physician Comp & Benefits 32,494 32,494 32,494 32,494 32,494 32,494 32,494 32,494 32,494 32,494 32,494 32,494 389,931
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60 Month Proforma (Detail)
Current Medicaid Reimbursement Rates Year 1
Total Yr 1
July August September October November December January February March April May June
Patient Volume/day
NP 1 10 10 10 10 10 20 20 20 20 20 20 20
NP 2 0 0 0 0 0 0 10 10 10 10 10 10
RN1 5 5 5 5 5 5 5 5 5 5 5 5
15 15 15 15 15 25 35 35 35 35 35 35 310
Patient Volume/mo
Avg Days/wk Avg wk/mo
0 0 0 0 0 0 0 0 0 0 0 0 0 0 0
NP 1 5 4 200 200 200 200 200 400 400 400 400 400 400 400 3,800
NP 2 5 4 0 0 0 0 0 0 200 200 200 200 200 200 1,200
RN1 5 4 100 100 100 100 100 100 100 100 100 100 100 100 1,200
300 300 300 300 300 500 700 700 700 700 700 700 6,200
Gross Charges $/Visit
105 0 0 0 0 0 0 0 0 0 0 0 0 0
NP 1 105 21,000 21,000 21,000 21,000 21,000 42,000 42,000 42,000 42,000 42,000 42,000 42,000 399,000
NP 2 105 0 0 0 0 0 0 21,000 21,000 21,000 21,000 21,000 21,000 126,000
RN1 105 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 126,000
Total Gross Charges 31,500 31,500 31,500 31,500 31,500 52,500 73,500 73,500 73,500 73,500 73,500 73,500 651,000
Cash Collections Collection % Net Revenue
63.00             60% 0 0 0 0 0 0 0 0 0 0 0 0 0
NP 1 60% 12,600 12,600 12,600 12,600 12,600 25,200 25,200 25,200 25,200 25,200 25,200 25,200 239,400
NP 2 60% 0 0 0 0 0 0 12,600 12,600 12,600 12,600 12,600 12,600 75,600
RN1 60% 6,300 6,300 6,300 6,300 6,300 6,300 6,300 6,300 6,300 6,300 6,300 6,300 75,600
Total Net Patient Revenue 18,900 18,900 18,900 18,900 18,900 31,500 44,100 44,100 44,100 44,100 44,100 44,100 390,600
Total Facility Fee & Managed Care Capitation 0 0 0 0 0 0 0 0 0 0 0 0 0
Total Net Revenue 18,900 18,900 18,900 18,900 18,900 31,500 44,100 44,100 44,100 44,100 44,100 44,100 390,600
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Variable Expenses Variable Exp. %
(based on Gross Rev)
Expendable clinical Supplies 6.00             supply 1,800 1,800 1,800 1,800 1,800 3,000 4,200 4,200 4,200 4,200 4,200 4,200 37,200
Purchased Svc 0.05% exp 16 16 16 16 16 26 37 37 37 37 37 37 326
Purchase Svc. Ancillary 0.30% exp 95 95 95 95 95 158 221 221 221 221 221 221 1,953
Other supplies 1.18             supply 354 354 354 354 354 590 826 826 826 826 826 826 7,316
Billing Service Exp. 8.00% exp 1,512 1,512 1,512 1,512 1,512 2,520 3,528 3,528 3,528 3,528 3,528 3,528 31,248
Other Variable Expense 0.10% exp 32 32 32 32 32 53 74 74 74 74 74 74 651
Subtotal Variable Expense 0.00% 3,808 3,808 3,808 3,808 3,808 6,346 8,885 8,885 8,885 8,885 8,885 8,885 78,694
Fixed Expense
Non-Clinical Staff
Hours Wages Staff/MD
Collaborating Physician 0 0 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 12,000
Office Coordinator 2080 23.96 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 49,837
Asst Prac Manager - 1 FTE 2080 28.48 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 59,238
Practice Mgr - .2 FTE 416 51.35 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 21,362
0 0 0 0 0 0 0 0 0 0 0 0 0
Non-Cllinical 0 0 0 0 0 0 0 0 0 0 0 0 0
Square Feet Cost/Sq. Ft.
Building Occupancy Exp 4000 @ $0.00 0 0 0 0 0 0 0 0 0 0 0 0 0
CME/Dues/Licenses 0 exp 0 0 0 0 0 0 0 0 0 0 0 0 0
Malpractice 0 exp 0 0 0 0 0 0 0 0 0 0 0 0 0
Depreciation exp 0 0 0 0 0 0 0 0 0 0 0 0 0
Bank Fees 1250 exp 104 104 104 104 104 104 104 104 104 104 104 104 1,250
Other Fixed 2000 exp 167 167 167 167 167 167 167 167 167 167 167 167 2,000
Subtotal Fixed Exp 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 145,687
Total Non-Clinical Expense 15,948 15,948 15,948 15,948 15,948 18,487 21,025 21,025 21,025 21,025 21,025 21,025 224,380
Net Income Before Clinical Staff 2,952 2,952 2,952 2,952 2,952 13,013 23,075 23,075 23,075 23,075 23,075 23,075 166,220
mgma 50th %ile
Yr. 3-4 $ / RVU
Assoc Dean for Practice FTE .2 95,000.00     
Asst Pract Mgr Benefits 40,299.00      
Asst Pract Mgr Total Comp/Benefits 27,059.80     2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 27,060
MA 1 FTE 1.0 37,000.00     
MA 1 Benefits 15,695.00     
MA 1 Total Comp/Benefits 52,695.00     25.33           0 0 0 0 0 0 0 0 0 0 0 0 0
NP 1 Comp - Lead FTE 1.0 92,000.00     39.87           
NP 1 Benefits 39,026.40     3,252.20      
NP 1 Total Comp/Benefits 131,026.40   10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 131,026
NP 2 Comp FTE 1.0 80,000.00     39.87           
NP 2 Benefits 33,936.00     2,828.00      
NP 2 Total Comp/Benefits 113,936.00   0 0 0 0 0 0 9,495 9,495 9,495 9,495 9,495 9,495 56,968
RN 1 FTE 1.0 62,000.00     39.87           
RN 1 Benefits 26,300.00     2,191.67      
RN 1 Total Comp/Benefits 88,300.00     7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 88,300
Total GVSU Expenses 20,532 20,532 20,532 20,532 20,532 20,532 30,027 30,027 30,027 30,027 30,027 30,027 303,354
Total Expenses 36,481 36,481 36,481 36,481 36,481 39,019 51,052 51,052 51,052 51,052 51,052 51,052 527,735
Net Income gain/(loss) After Physician Comp & Benefits (17,581) (17,581) (17,581) (17,581) (17,581) (7,519) (6,952) (6,952) (6,952) (6,952) (6,952) (6,952) (137,135)
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60 Month Proforma (Detail)
Current Medicaid Reimbursement Rates 100% Year 2
Total Yr 2
July August September October November December January February March April May June
Patient Volume/day
NP 1 20 20 20 20 20 25 25 25 28 28 28 28
NP 2 15 15 15 15 15 15 20 20 20 20 20 20
RN1 5 5 5 5 5 5 5 5 5 5 5 5
40 40 40 40 40 45 50 50 53 53 53 53 557
Patient Volume/mo
Avg Days/wk Avg wk/mo
0 0 0 0 0 0 0 0 0 0 0 0 0 0 0
NP 1 5 4 400 400 400 400 400 500 500 500 560 560 560 560 5,740
NP 2 5 4 300 300 300 300 300 300 400 400 400 400 400 400 4,200
RN1 5 4 100 100 100 100 100 100 100 100 100 100 100 100 1,200
800 800 800 800 800 900 1,000 1,000 1,060 1,060 1,060 1,060 11,140
Gross Charges $/Visit
105 0 0 0 0 0 0 0 0 0 0 0 0 0
NP 1 105 42,000 42,000 42,000 42,000 42,000 52,500 52,500 52,500 58,800 58,800 58,800 58,800 602,700
NP 2 105 31,500 31,500 31,500 31,500 31,500 31,500 42,000 42,000 42,000 42,000 42,000 42,000 441,000
RN1 105 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 126,000
Total Gross Charges 84,000 84,000 84,000 84,000 84,000 94,500 105,000 105,000 111,300 111,300 111,300 111,300 1,169,700
Cash Collections Collection % Net Revenue
63.00             60% 0 0 0 0 0 0 0 0 0 0 0 0 0
NP 1 60% 25,200 25,200 25,200 25,200 25,200 31,500 31,500 31,500 35,280 35,280 35,280 35,280 361,620
NP 2 60% 18,900 18,900 18,900 18,900 18,900 18,900 25,200 25,200 25,200 25,200 25,200 25,200 264,600
RN1 60% 6,300 6,300 6,300 6,300 6,300 6,300 6,300 6,300 6,300 6,300 6,300 6,300 75,600
Total Net Patient Revenue 50,400 50,400 50,400 50,400 50,400 56,700 63,000 63,000 66,780 66,780 66,780 66,780 701,820
Total Facility Fee & Managed Care Capitation 0 0 0 0 0 0 0 0 0 0 0 0 0
Total Net Revenue 50,400 50,400 50,400 50,400 50,400 56,700 63,000 63,000 66,780 66,780 66,780 66,780 701,820
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Variable Expenses Variable Exp. %
(based on Gross Rev)
Expendable clinical Supplies 6.00             supply 4,800 4,800 4,800 4,800 4,800 5,400 6,000 6,000 6,360 6,360 6,360 6,360 66,840
Purchased Svc 0.05% exp 42 42 42 42 42 47 53 53 56 56 56 56 585
Purchase Svc. Ancillary 0.30% exp 252 252 252 252 252 284 315 315 334 334 334 334 3,509
Other supplies 1.18             supply 944 944 944 944 944 1,062 1,180 1,180 1,251 1,251 1,251 1,251 13,145
Billing Service Exp. 8.00% exp 4,032 4,032 4,032 4,032 4,032 4,536 5,040 5,040 5,342 5,342 5,342 5,342 56,146
Other Variable Expense 0.10% exp 84 84 84 84 84 95 105 105 111 111 111 111 1,170
Subtotal Variable Expense 0.00% 10,154 10,154 10,154 10,154 10,154 11,423 12,693 12,693 13,454 13,454 13,454 13,454 141,394
Fixed Expense
Non-Clinical Staff
Hours Wages Staff/MD
Collaborating Physician 0 0 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 12,000
Office Coordinator 2080 23.96 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 49,837
Asst Prac Manager - 1 FTE 2080 28.48 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 59,238
Practice Mgr - .2 FTE 416 51.35 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 21,362
0 0 0 0 0 0 0 0 0 0 0 0 0
Non-Cllinical 0 0 0 0 0 0 0 0 0 0 0 0 0
Square Feet Cost/Sq. Ft.
Building Occupancy Exp 4000 @ $0.00 0 0 0 0 0 0 0 0 0 0 0 0 0
CME/Dues/Licenses 0 exp 0 0 0 0 0 0 0 0 0 0 0 0 0
Malpractice 0 exp 0 0 0 0 0 0 0 0 0 0 0 0 0
Depreciation exp 0 0 0 0 0 0 0 0 0 0 0 0 0
Bank Fees 1250 exp 104 104 104 104 104 104 104 104 104 104 104 104 1,250
Other Fixed 2000 exp 167 167 167 167 167 167 167 167 167 167 167 167 2,000
Subtotal Fixed Exp 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 145,687
Total Non-Clinical Expense 22,295 22,295 22,295 22,295 22,295 23,564 24,833 24,833 25,595 25,595 25,595 25,595 287,081
Net Income Before Clinical Staff 28,105 28,105 28,105 28,105 28,105 33,136 38,167 38,167 41,185 41,185 41,185 41,185 414,739
mgma 50th %ile
Yr. 3-4 $ / RVU
Assoc Dean for Practice FTE .2 95,000.00     
Asst Pract Mgr Benefits 40,299.00      
Asst Pract Mgr Total Comp/Benefits 27,059.80     2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 27,060
MA 1 FTE 1.0 37,000.00     
MA 1 Benefits 15,695.00     
MA 1 Total Comp/Benefits 52,695.00     25.33           4,391 4,391 4,391 4,391 4,391 4,391 4,391 4,391 4,391 4,391 4,391 4,391 52,695
NP 1 Comp - Lead FTE 1.0 92,000.00     39.87           
NP 1 Benefits 39,026.40     3,252.20      
NP 1 Total Comp/Benefits 131,026.40   10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 131,026
NP 2 Comp FTE 1.0 80,000.00     39.87           
NP 2 Benefits 33,936.00     2,828.00      
NP 2 Total Comp/Benefits 113,936.00   9,495 9,495 9,495 9,495 9,495 9,495 9,495 9,495 9,495 9,495 9,495 9,495 113,936
RN 1 FTE 1.0 62,000.00     39.87           
RN 1 Benefits 26,300.00     2,191.67      
RN 1 Total Comp/Benefits 88,300.00     7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 88,300
Total GVSU Expenses 34,418 34,418 34,418 34,418 34,418 34,418 34,418 34,418 34,418 34,418 34,418 34,418 413,017
Total Expenses 56,713 56,713 56,713 56,713 56,713 57,982 59,251 59,251 60,013 60,013 60,013 60,013 700,098
Net Income gain/(loss) After Physician Comp & Benefits (6,313) (6,313) (6,313) (6,313) (6,313) (1,282) 3,749 3,749 6,767 6,767 6,767 6,767 1,722
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60 Month Proforma (Detail)
Current Medicaid Reimbursement Rates 100% Year 3
Total Yr 3
July August September October November December January February March April May June
Patient Volume/day
NP 1 28 28 28 28 28 28 28 28 28 28 28 28
NP 2 28 28 28 28 28 28 28 28 28 28 28 28
RN1 5 5 5 5 5 5 5 5 5 5 5 5
61 61 61 61 61 61 61 61 61 61 61 61 732
Patient Volume/mo
Avg Days/wk Avg wk/mo
0 0 0 0 0 0 0 0 0 0 0 0 0 0 0
NP 1 5 4 560 560 560 560 560 560 560 560 560 560 560 560 6,720
NP 2 5 4 560 560 560 560 560 560 560 560 560 560 560 560 6,720
RN1 5 4 100 100 100 100 100 100 100 100 100 100 100 100 1,200
1,220 1,220 1,220 1,220 1,220 1,220 1,220 1,220 1,220 1,220 1,220 1,220 14,640
Gross Charges $/Visit
105 0 0 0 0 0 0 0 0 0 0 0 0 0
NP 1 105 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 705,600
NP 2 105 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 705,600
RN1 105 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 126,000
Total Gross Charges 128,100 128,100 128,100 128,100 128,100 128,100 128,100 128,100 128,100 128,100 128,100 128,100 1,537,200
Cash Collections Collection %
63.00             60% 0 0 0 0 0 0 0 0 0 0 0 0 0
NP 1 60% 35,280 35,280 35,280 35,280 35,280 35,280 35,280 35,280 35,280 35,280 35,280 35,280 423,360
NP 2 60% 35,280 35,280 35,280 35,280 35,280 35,280 35,280 35,280 35,280 35,280 35,280 35,280 423,360
RN1 60% 6,300 6,300 6,300 6,300 6,300 6,300 6,300 6,300 6,300 6,300 6,300 6,300 75,600
Total Net Patient Revenue 76,860 76,860 76,860 76,860 76,860 76,860 76,860 76,860 76,860 76,860 76,860 76,860 922,320
Total Facility Fee & Managed Care Capitation 0 0 0 0 0 0 0 0 0 0 0 0 0
Total Net Revenue 76,860 76,860 76,860 76,860 76,860 76,860 76,860 76,860 76,860 76,860 76,860 76,860 922,320
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Variable Expenses Variable Exp. %
(based on Gross Rev)
Expendable clinical Supplies 6.00             supply 7,320 7,320 7,320 7,320 7,320 7,320 7,320 7,320 7,320 7,320 7,320 7,320 87,840
Purchased Svc 0.05% exp 64 64 64 64 64 64 64 64 64 64 64 64 769
Purchase Svc. Ancillary 0.30% exp 384 384 384 384 384 384 384 384 384 384 384 384 4,612
Other supplies 1.18             supply 1,440 1,440 1,440 1,440 1,440 1,440 1,440 1,440 1,440 1,440 1,440 1,440 17,275
Billing Service Exp. 8.00% exp 6,149 6,149 6,149 6,149 6,149 6,149 6,149 6,149 6,149 6,149 6,149 6,149 73,786
Other Variable Expense 0.10% exp 128 128 128 128 128 128 128 128 128 128 128 128 1,537
Subtotal Variable Expense 0.00% 15,485 15,485 15,485 15,485 15,485 15,485 15,485 15,485 15,485 15,485 15,485 15,485 185,818
Fixed Expense
Non-Clinical Staff
Hours Wages Staff/MD
Collaborating Physician 0 0 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 12,000
Office Coordinator 2080 23.96 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 49,837
Asst Prac Manager - 1 FTE 2080 28.48 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 59,238
Practice Mgr - .2 FTE 416 51.35 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 21,362
0 0 0 0 0 0 0 0 0 0 0 0 0
Non-Cllinical 0 0 0 0 0 0 0 0 0 0 0 0 0
Square Feet Cost/Sq. Ft.
Building Occupancy Exp 4000 @ $0.00 0 0 0 0 0 0 0 0 0 0 0 0 0
CME/Dues/Licenses 0 exp 0 0 0 0 0 0 0 0 0 0 0 0 0
Malpractice 0 exp 0 0 0 0 0 0 0 0 0 0 0 0 0
Depreciation exp 0 0 0 0 0 0 0 0 0 0 0 0 0
Bank Fees 1250 exp 104 104 104 104 104 104 104 104 104 104 104 104 1,250
Other Fixed 2000 exp 167 167 167 167 167 167 167 167 167 167 167 167 2,000
Subtotal Fixed Exp 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 145,687
Total Non-Clinical Expense 27,625 27,625 27,625 27,625 27,625 27,625 27,625 27,625 27,625 27,625 27,625 27,625 331,505
Net Income Before Clinical Staff 49,235 49,235 49,235 49,235 49,235 49,235 49,235 49,235 49,235 49,235 49,235 49,235 590,815
mgma 50th %ile
Yr. 3-4 $ / RVU
Assoc Dean for Practice FTE .2 95,000.00     
Asst Pract Mgr Benefits 40,299.00      
Asst Pract Mgr Total Comp/Benefits 27,059.80     2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 27,060
MA 1 FTE 1.0 37,000.00     
MA 1 Benefits 15,695.00     
MA 1 Total Comp/Benefits 52,695.00     25.33           4,391 4,391 4,391 4,391 4,391 4,391 4,391 4,391 4,391 4,391 4,391 4,391 52,695
NP 1 Comp - Lead FTE 1.0 92,000.00     39.87           
NP 1 Benefits 39,026.40     3,252.20      
NP 1 Total Comp/Benefits 131,026.40   10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 131,026
NP 2 Comp FTE 1.0 80,000.00     39.87           
NP 2 Benefits 33,936.00     2,828.00      
NP 2 Total Comp/Benefits 113,936.00   9,495 9,495 9,495 9,495 9,495 9,495 9,495 9,495 9,495 9,495 9,495 9,495 113,936
RN 1 FTE 1.0 62,000.00     39.87           
RN 1 Benefits 26,300.00     2,191.67      
RN 1 Total Comp/Benefits 88,300.00     7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 88,300
Total GVSU Expenses 34,418 34,418 34,418 34,418 34,418 34,418 34,418 34,418 34,418 34,418 34,418 34,418 413,017
Total Expenses 62,044 62,044 62,044 62,044 62,044 62,044 62,044 62,044 62,044 62,044 62,044 62,044 744,522
Net Income gain/(loss) After Physician Comp & Benefits 14,816 14,816 14,816 14,816 14,816 14,816 14,816 14,816 14,816 14,816 14,816 14,816 177,798
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60 Month Proforma (Detail)
Current Medicaid Reimbursement Rates 100% Year 4
Total Yr 4
July August September October November December January February March April May June
Patient Volume/day
NP 1 28 28 28 28 28 28 28 28 28 28 28 28
NP 2 28 28 28 28 28 28 28 28 28 28 28 28
RN1 5 5 5 5 5 5 5 5 5 5 5 5
61 61 61 61 61 61 61 61 61 61 61 61 732
Patient Volume/mo
Avg Days/wk Avg wk/mo
0 0 0 0 0 0 0 0 0 0 0 0 0 0 0
NP 1 5 4 560 560 560 560 560 560 560 560 560 560 560 560 6,720
NP 2 5 4 560 560 560 560 560 560 560 560 560 560 560 560 6,720
RN1 5 4 100 100 100 100 100 100 100 100 100 100 100 100 1,200
1,220 1,220 1,220 1,220 1,220 1,220 1,220 1,220 1,220 1,220 1,220 1,220 14,640
Gross Charges $/Visit
105 0 0 0 0 0 0 0 0 0 0 0 0 0
NP 1 105 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 705,600
NP 2 105 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 705,600
RN1 105 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 126,000
Total Gross Charges 128,100 128,100 128,100 128,100 128,100 128,100 128,100 128,100 128,100 128,100 128,100 128,100 1,537,200
Cash Collections Collection % Net Revenue
63.00             60% 0 0 0 0 0 0 0 0 0 0 0 0 0
NP 1 60% 35,280 35,280 35,280 35,280 35,280 35,280 35,280 35,280 35,280 35,280 35,280 35,280 423,360
NP 2 60% 35,280 35,280 35,280 35,280 35,280 35,280 35,280 35,280 35,280 35,280 35,280 35,280 423,360
RN1 60% 6,300 6,300 6,300 6,300 6,300 6,300 6,300 6,300 6,300 6,300 6,300 6,300 75,600
Total Net Patient Revenue 76,860 76,860 76,860 76,860 76,860 76,860 76,860 76,860 76,860 76,860 76,860 76,860 922,320
Total Facility Fee & Managed Care Capitation 0 0 0 0 0 0 0 0 0 0 0 0 0
Total Net Revenue 76,860 76,860 76,860 76,860 76,860 76,860 76,860 76,860 76,860 76,860 76,860 76,860 922,320
 55 
CONFIDENTIAL – DO NOT DISSEMINATE. This business plan contains confidential information and its shared only with the 
understanding that you will not share its contents or ideas with third parties without the express written consent of the plan author. 
 
 
Variable Expenses Variable Exp. %
(based on Gross Rev)
Expendable clinical Supplies 6.00             supply 7,320 7,320 7,320 7,320 7,320 7,320 7,320 7,320 7,320 7,320 7,320 7,320 87,840
Purchased Svc 0.05% exp 64 64 64 64 64 64 64 64 64 64 64 64 769
Purchase Svc. Ancillary 0.30% exp 384 384 384 384 384 384 384 384 384 384 384 384 4,612
Other supplies 1.18             supply 1,440 1,440 1,440 1,440 1,440 1,440 1,440 1,440 1,440 1,440 1,440 1,440 17,275
Billing Service Exp. 8.00% exp 6,149 6,149 6,149 6,149 6,149 6,149 6,149 6,149 6,149 6,149 6,149 6,149 73,786
Other Variable Expense 0.10% exp 128 128 128 128 128 128 128 128 128 128 128 128 1,537
Subtotal Variable Expense 0.00% 15,485 15,485 15,485 15,485 15,485 15,485 15,485 15,485 15,485 15,485 15,485 15,485 185,818
Fixed Expense
Non-Clinical Staff
Hours Wages Staff/MD
Collaborating Physician 0 0 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 12,000
Office Coordinator 2080 23.96 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 49,837
Asst Prac Manager - 1 FTE 2080 28.48 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 59,238
Practice Mgr - .2 FTE 416 51.35 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 21,362
0 0 0 0 0 0 0 0 0 0 0 0 0
Non-Cllinical 0 0 0 0 0 0 0 0 0 0 0 0 0
Square Feet Cost/Sq. Ft.
Building Occupancy Exp 4000 @ $0.00 0 0 0 0 0 0 0 0 0 0 0 0 0
CME/Dues/Licenses 0 exp 0 0 0 0 0 0 0 0 0 0 0 0 0
Malpractice 0 exp 0 0 0 0 0 0 0 0 0 0 0 0 0
Depreciation exp 0 0 0 0 0 0 0 0 0 0 0 0 0
Bank Fees 1250 exp 104 104 104 104 104 104 104 104 104 104 104 104 1,250
Other Fixed 2000 exp 167 167 167 167 167 167 167 167 167 167 167 167 2,000
Subtotal Fixed Exp 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 145,687
Total Non-Clinical Expense 27,625 27,625 27,625 27,625 27,625 27,625 27,625 27,625 27,625 27,625 27,625 27,625 331,505
Net Income Before Clinical Staff 49,235 49,235 49,235 49,235 49,235 49,235 49,235 49,235 49,235 49,235 49,235 49,235 590,815
mgma 50th %ile
Yr. 3-4 $ / RVU
Assoc Dean for Practice FTE .2 95,000.00     
Asst Pract Mgr Benefits 40,299.00      
Asst Pract Mgr Total Comp/Benefits 27,059.80     2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 27,060
MA 1 FTE 1.0 37,000.00     
MA 1 Benefits 15,695.00     
MA 1 Total Comp/Benefits 52,695.00     25.33           4,391 4,391 4,391 4,391 4,391 4,391 4,391 4,391 4,391 4,391 4,391 4,391 52,695
NP 1 Comp - Lead FTE 1.0 92,000.00     39.87           
NP 1 Benefits 39,026.40     3,252.20      
NP 1 Total Comp/Benefits 131,026.40   10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 131,026
NP 2 Comp FTE 1.0 80,000.00     39.87           
NP 2 Benefits 33,936.00     2,828.00      
NP 2 Total Comp/Benefits 113,936.00   9,495 9,495 9,495 9,495 9,495 9,495 9,495 9,495 9,495 9,495 9,495 9,495 113,936
RN 1 FTE 1.0 62,000.00     39.87           
RN 1 Benefits 26,300.00     2,191.67      
RN 1 Total Comp/Benefits 88,300.00     7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 88,300
Total GVSU Expenses 34,418 34,418 34,418 34,418 34,418 34,418 34,418 34,418 34,418 34,418 34,418 34,418 413,017
Total Expenses 62,044 62,044 62,044 62,044 62,044 62,044 62,044 62,044 62,044 62,044 62,044 62,044 744,522
Net Income gain/(loss) After Physician Comp & Benefits 14,816 14,816 14,816 14,816 14,816 14,816 14,816 14,816 14,816 14,816 14,816 14,816 177,798
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60 Month Proforma (Detail)
Current Medicaid Reimbursement Rates 100% Year 5
Total Yr 5
July August September October November December January February March April May June
Patient Volume/day
NP 1 28 28 28 28 28 28 28 28 28 28 28 28
NP 2 28 28 28 28 28 28 28 28 28 28 28 28
RN1 5 5 5 5 5 5 5 5 5 5 5 5
61 61 61 61 61 61 61 61 61 61 61 61 732
Patient Volume/mo
Avg Days/wk Avg wk/mo
0 0 0 0 0 0 0 0 0 0 0 0 0 0 0
NP 1 5 4 560 560 560 560 560 560 560 560 560 560 560 560 6,720
NP 2 5 4 560 560 560 560 560 560 560 560 560 560 560 560 6,720
RN1 5 4 100 100 100 100 100 100 100 100 100 100 100 100 1,200
1,220 1,220 1,220 1,220 1,220 1,220 1,220 1,220 1,220 1,220 1,220 1,220 14,640
Gross Charges $/Visit
105 0 0 0 0 0 0 0 0 0 0 0 0 0
NP 1 105 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 705,600
NP 2 105 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 705,600
RN1 105 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 126,000
Total Gross Charges 128,100 128,100 128,100 128,100 128,100 128,100 128,100 128,100 128,100 128,100 128,100 128,100 1,537,200
Cash Collections Collection % Net Revenue
63.00             60% 0 0 0 0 0 0 0 0 0 0 0 0 0
NP 1 60% 35,280 35,280 35,280 35,280 35,280 35,280 35,280 35,280 35,280 35,280 35,280 35,280 423,360
NP 2 60% 35,280 35,280 35,280 35,280 35,280 35,280 35,280 35,280 35,280 35,280 35,280 35,280 423,360
RN1 60% 6,300 6,300 6,300 6,300 6,300 6,300 6,300 6,300 6,300 6,300 6,300 6,300 75,600
Total Net Patient Revenue 76,860 76,860 76,860 76,860 76,860 76,860 76,860 76,860 76,860 76,860 76,860 76,860 922,320
Total Facility Fee & Managed Care Capitation 0 0 0 0 0 0 0 0 0 0 0 0 0
Total Net Revenue 76,860 76,860 76,860 76,860 76,860 76,860 76,860 76,860 76,860 76,860 76,860 76,860 922,320
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Variable Expenses Variable Exp. %
(based on Gross Rev)
Expendable clinical Supplies 6.00             supply 7,320 7,320 7,320 7,320 7,320 7,320 7,320 7,320 7,320 7,320 7,320 7,320 87,840
Purchased Svc 0.05% exp 64 64 64 64 64 64 64 64 64 64 64 64 769
Purchase Svc. Ancillary 0.30% exp 384 384 384 384 384 384 384 384 384 384 384 384 4,612
Other supplies 1.18             supply 1,440 1,440 1,440 1,440 1,440 1,440 1,440 1,440 1,440 1,440 1,440 1,440 17,275
Billing Service Exp. 8.00% exp 6,149 6,149 6,149 6,149 6,149 6,149 6,149 6,149 6,149 6,149 6,149 6,149 73,786
Other Variable Expense 0.10% exp 128 128 128 128 128 128 128 128 128 128 128 128 1,537
Subtotal Variable Expense 0.00% 15,485 15,485 15,485 15,485 15,485 15,485 15,485 15,485 15,485 15,485 15,485 15,485 185,818
Fixed Expense
Non-Clinical Staff
Hours Wages Staff/MD
Collaborating Physician 0 0 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 12,000
Office Coordinator 2080 23.96 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 49,837
Asst Prac Manager - 1 FTE 2080 28.48 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 59,238
Practice Mgr - .2 FTE 416 51.35 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 21,362
0 0 0 0 0 0 0 0 0 0 0 0 0
Non-Cllinical 0 0 0 0 0 0 0 0 0 0 0 0 0
Square Feet Cost/Sq. Ft.
Building Occupancy Exp 4000 @ $0.00 0 0 0 0 0 0 0 0 0 0 0 0 0
CME/Dues/Licenses 0 exp 0 0 0 0 0 0 0 0 0 0 0 0 0
Malpractice 0 exp 0 0 0 0 0 0 0 0 0 0 0 0 0
Depreciation exp 0 0 0 0 0 0 0 0 0 0 0 0 0
Bank Fees 1250 exp 104 104 104 104 104 104 104 104 104 104 104 104 1,250
Other Fixed 2000 exp 167 167 167 167 167 167 167 167 167 167 167 167 2,000
Subtotal Fixed Exp 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 145,687
Total Non-Clinical Expense 27,625 27,625 27,625 27,625 27,625 27,625 27,625 27,625 27,625 27,625 27,625 27,625 331,505
Net Income Before Clinical Staff 49,235 49,235 49,235 49,235 49,235 49,235 49,235 49,235 49,235 49,235 49,235 49,235 590,815
mgma 50th %ile
Yr. 3-4 $ / RVU
Assoc Dean for Practice FTE .2 95,000.00     
Asst Pract Mgr Benefits 40,299.00      
Asst Pract Mgr Total Comp/Benefits 27,059.80     2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 27,060
MA 1 FTE 1.0 37,000.00     
MA 1 Benefits 15,695.00     
MA 1 Total Comp/Benefits 52,695.00     25.33           4,391 4,391 4,391 4,391 4,391 4,391 4,391 4,391 4,391 4,391 4,391 4,391 52,695
NP 1 Comp - Lead FTE 1.0 92,000.00     39.87           
NP 1 Benefits 39,026.40     3,252.20      
NP 1 Total Comp/Benefits 131,026.40   10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 131,026
NP 2 Comp FTE 1.0 80,000.00     39.87           
NP 2 Benefits 33,936.00     2,828.00      
NP 2 Total Comp/Benefits 113,936.00   9,495 9,495 9,495 9,495 9,495 9,495 9,495 9,495 9,495 9,495 9,495 9,495 113,936
RN 1 FTE 1.0 62,000.00     39.87           
RN 1 Benefits 26,300.00     2,191.67      
RN 1 Total Comp/Benefits 88,300.00     7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 88,300
Total GVSU Expenses 34,418 34,418 34,418 34,418 34,418 34,418 34,418 34,418 34,418 34,418 34,418 34,418 413,017
Total Expenses 62,044 62,044 62,044 62,044 62,044 62,044 62,044 62,044 62,044 62,044 62,044 62,044 744,522
Net Income gain/(loss) After Physician Comp & Benefits 14,816 14,816 14,816 14,816 14,816 14,816 14,816 14,816 14,816 14,816 14,816 14,816 177,798
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60 Month Proforma (Detail)
Current Medicaid Reimbursement Rates Year 1
70% Medicaid 30% Commercial Total Yr 1
July August September October November December January February March April May June
Patient Volume/day
NP 1 10 10 10 10 10 20 20 20 20 20 20 20
NP 2 0 0 0 0 0 0 10 10 10 10 10 10
RN1 5 5 5 5 5 5 5 5 5 5 5 5
15 15 15 15 15 25 35 35 35 35 35 35 310
Patient Volume/mo
Avg Days/wk Avg wk/mo
0 0 0 0 0 0 0 0 0 0 0 0 0 0 0
NP 1 5 4 200 200 200 200 200 400 400 400 400 400 400 400 3,800
NP 2 5 4 0 0 0 0 0 0 200 200 200 200 200 200 1,200
RN1 5 4 100 100 100 100 100 100 100 100 100 100 100 100 1,200
300 300 300 300 300 500 700 700 700 700 700 700 6,200
Gross Charges $/Visit
105 0 0 0 0 0 0 0 0 0 0 0 0 0
NP 1 105 21,000 21,000 21,000 21,000 21,000 42,000 42,000 42,000 42,000 42,000 42,000 42,000 399,000
NP 2 105 0 0 0 0 0 0 21,000 21,000 21,000 21,000 21,000 21,000 126,000
RN1 105 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 126,000
Total Gross Charges 31,500 31,500 31,500 31,500 31,500 52,500 73,500 73,500 73,500 73,500 73,500 73,500 651,000
Cash Collections Collection % Net Revenue
68.25             65% 0 0 0 0 0 0 0 0 0 0 0 0 0
NP 1 65% 13,650 13,650 13,650 13,650 13,650 27,300 27,300 27,300 27,300 27,300 27,300 27,300 259,350
NP 2 65% 0 0 0 0 0 0 13,650 13,650 13,650 13,650 13,650 13,650 81,900
RN1 65% 6,825 6,825 6,825 6,825 6,825 6,825 6,825 6,825 6,825 6,825 6,825 6,825 81,900
Total Net Patient Revenue 20,475 20,475 20,475 20,475 20,475 34,125 47,775 47,775 47,775 47,775 47,775 47,775 423,150
Total Facility Fee & Managed Care Capitation 0 0 0 0 0 0 0 0 0 0 0 0 0
Total Net Revenue 20,475 20,475 20,475 20,475 20,475 34,125 47,775 47,775 47,775 47,775 47,775 47,775 423,150
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Variable Expenses Variable Exp. %
(based on Gross Rev)
Expendable clinical Supplies 6.00             supply 1,800 1,800 1,800 1,800 1,800 3,000 4,200 4,200 4,200 4,200 4,200 4,200 37,200
Purchased Svc 0.05% exp 16 16 16 16 16 26 37 37 37 37 37 37 326
Purchase Svc. Ancillary 0.30% exp 95 95 95 95 95 158 221 221 221 221 221 221 1,953
Other supplies 1.18             supply 354 354 354 354 354 590 826 826 826 826 826 826 7,316
Billing Service Exp. 8.00% exp 1,638 1,638 1,638 1,638 1,638 2,730 3,822 3,822 3,822 3,822 3,822 3,822 33,852
Other Variable Expense 0.10% exp 32 32 32 32 32 53 74 74 74 74 74 74 651
Subtotal Variable Expense 0.00% 3,934 3,934 3,934 3,934 3,934 6,556 9,179 9,179 9,179 9,179 9,179 9,179 81,298
Fixed Expense
Non-Clinical Staff
Hours Wages Staff/MD
Collaborating Physician 0 0 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 12,000
Office Coordinator 2080 23.96 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 49,837
Asst Prac Manager - 1 FTE 2080 28.48 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 59,238
Practice Mgr - .2 FTE 416 51.35 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 21,362
0 0 0 0 0 0 0 0 0 0 0 0 0
Non-Cllinical 0 0 0 0 0 0 0 0 0 0 0 0 0
Square Feet Cost/Sq. Ft.
Building Occupancy Exp 4000 @ $0.00 0 0 0 0 0 0 0 0 0 0 0 0 0
CME/Dues/Licenses 0 exp 0 0 0 0 0 0 0 0 0 0 0 0 0
Malpractice 0 exp 0 0 0 0 0 0 0 0 0 0 0 0 0
Depreciation exp 0 0 0 0 0 0 0 0 0 0 0 0 0
Bank Fees 1250 exp 104 104 104 104 104 104 104 104 104 104 104 104 1,250
Other Fixed 2000 exp 167 167 167 167 167 167 167 167 167 167 167 167 2,000
Subtotal Fixed Exp 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 145,687
Total Non-Clinical Expense 16,074 16,074 16,074 16,074 16,074 18,697 21,319 21,319 21,319 21,319 21,319 21,319 226,984
Net Income Before Clinical Staff 4,401 4,401 4,401 4,401 4,401 15,428 26,456 26,456 26,456 26,456 26,456 26,456 196,166
mgma 50th %ile
Yr. 3-4 $ / RVU
Assoc Dean for Practice FTE .2 95,000.00     
Asst Pract Mgr Benefits 40,299.00      
Asst Pract Mgr Total Comp/Benefits 27,059.80     2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 27,060
MA 1 FTE 1.0 37,000.00     
MA 1 Benefits 15,695.00     
MA 1 Total Comp/Benefits 52,695.00     25.33           0 0 0 0 0 0 0 0 0 0 0 0 0
NP 1 Comp - Lead FTE 1.0 92,000.00     39.87           
NP 1 Benefits 39,026.40     3,252.20      
NP 1 Total Comp/Benefits 131,026.40   10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 131,026
NP 2 Comp FTE 1.0 80,000.00     39.87           
NP 2 Benefits 33,936.00     2,828.00      
NP 2 Total Comp/Benefits 113,936.00   0 0 0 0 0 0 9,495 9,495 9,495 9,495 9,495 9,495 56,968
RN 1 FTE 1.0 62,000.00     39.87           
RN 1 Benefits 26,300.00     2,191.67      
RN 1 Total Comp/Benefits 88,300.00     7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 88,300
Total GVSU Expenses 20,532 20,532 20,532 20,532 20,532 20,532 30,027 30,027 30,027 30,027 30,027 30,027 303,354
Total Expenses 36,607 36,607 36,607 36,607 36,607 39,229 51,346 51,346 51,346 51,346 51,346 51,346 530,339
Net Income gain/(loss) After Physician Comp & Benefits (16,132) (16,132) (16,132) (16,132) (16,132) (5,104) (3,571) (3,571) (3,571) (3,571) (3,571) (3,571) (107,189)
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60 Month Proforma (Detail)
Current Medicaid Reimbursement Rates 100% Year 2
70% Medicaid 30% Commercial Total Yr 2
July August September October November December January February March April May June
Patient Volume/day
NP 1 20 20 20 20 20 25 25 25 28 28 28 28
NP 2 15 15 15 15 15 15 20 20 20 20 20 20
RN1 5 5 5 5 5 5 5 5 5 5 5 5
40 40 40 40 40 45 50 50 53 53 53 53 557
Patient Volume/mo
Avg Days/wk Avg wk/mo
0 0 0 0 0 0 0 0 0 0 0 0 0 0 0
NP 1 5 4 400 400 400 400 400 500 500 500 560 560 560 560 5,740
NP 2 5 4 300 300 300 300 300 300 400 400 400 400 400 400 4,200
RN1 5 4 100 100 100 100 100 100 100 100 100 100 100 100 1,200
800 800 800 800 800 900 1,000 1,000 1,060 1,060 1,060 1,060 11,140
Gross Charges $/Visit
105 0 0 0 0 0 0 0 0 0 0 0 0 0
NP 1 105 42,000 42,000 42,000 42,000 42,000 52,500 52,500 52,500 58,800 58,800 58,800 58,800 602,700
NP 2 105 31,500 31,500 31,500 31,500 31,500 31,500 42,000 42,000 42,000 42,000 42,000 42,000 441,000
RN1 105 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 126,000
Total Gross Charges 84,000 84,000 84,000 84,000 84,000 94,500 105,000 105,000 111,300 111,300 111,300 111,300 1,169,700
Cash Collections Collection % Net Revenue
68.25             65% 0 0 0 0 0 0 0 0 0 0 0 0 0
NP 1 65% 27,300 27,300 27,300 27,300 27,300 34,125 34,125 34,125 38,220 38,220 38,220 38,220 391,755
NP 2 65% 20,475 20,475 20,475 20,475 20,475 20,475 27,300 27,300 27,300 27,300 27,300 27,300 286,650
RN1 65% 6,825 6,825 6,825 6,825 6,825 6,825 6,825 6,825 6,825 6,825 6,825 6,825 81,900
Total Net Patient Revenue 54,600 54,600 54,600 54,600 54,600 61,425 68,250 68,250 72,345 72,345 72,345 72,345 760,305
Total Facility Fee & Managed Care Capitation 0 0 0 0 0 0 0 0 0 0 0 0 0
Total Net Revenue 54,600 54,600 54,600 54,600 54,600 61,425 68,250 68,250 72,345 72,345 72,345 72,345 760,305
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Variable Expenses Variable Exp. %
(based on Gross Rev)
Expendable clinical Supplies 6.00             supply 4,800 4,800 4,800 4,800 4,800 5,400 6,000 6,000 6,360 6,360 6,360 6,360 66,840
Purchased Svc 0.05% exp 42 42 42 42 42 47 53 53 56 56 56 56 585
Purchase Svc. Ancillary 0.30% exp 252 252 252 252 252 284 315 315 334 334 334 334 3,509
Other supplies 1.18             supply 944 944 944 944 944 1,062 1,180 1,180 1,251 1,251 1,251 1,251 13,145
Billing Service Exp. 8.00% exp 4,368 4,368 4,368 4,368 4,368 4,914 5,460 5,460 5,788 5,788 5,788 5,788 60,824
Other Variable Expense 0.10% exp 84 84 84 84 84 95 105 105 111 111 111 111 1,170
Subtotal Variable Expense 0.00% 10,490 10,490 10,490 10,490 10,490 11,801 13,113 13,113 13,899 13,899 13,899 13,899 146,073
Fixed Expense
Non-Clinical Staff
Hours Wages Staff/MD
Collaborating Physician 0 0 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 12,000
Office Coordinator 2080 23.96 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 49,837
Asst Prac Manager - 1 FTE 2080 28.48 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 59,238
Practice Mgr - .2 FTE 416 51.35 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 21,362
0 0 0 0 0 0 0 0 0 0 0 0 0
Non-Cllinical 0 0 0 0 0 0 0 0 0 0 0 0 0
Square Feet Cost/Sq. Ft.
Building Occupancy Exp 4000 @ $0.00 0 0 0 0 0 0 0 0 0 0 0 0 0
CME/Dues/Licenses 0 exp 0 0 0 0 0 0 0 0 0 0 0 0 0
Malpractice 0 exp 0 0 0 0 0 0 0 0 0 0 0 0 0
Depreciation exp 0 0 0 0 0 0 0 0 0 0 0 0 0
Bank Fees 1250 exp 104 104 104 104 104 104 104 104 104 104 104 104 1,250
Other Fixed 2000 exp 167 167 167 167 167 167 167 167 167 167 167 167 2,000
Subtotal Fixed Exp 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 145,687
Total Non-Clinical Expense 22,631 22,631 22,631 22,631 22,631 23,942 25,253 25,253 26,040 26,040 26,040 26,040 291,760
Net Income Before Clinical Staff 31,969 31,969 31,969 31,969 31,969 37,483 42,997 42,997 46,305 46,305 46,305 46,305 468,545
mgma 50th %ile
Yr. 3-4 $ / RVU
Assoc Dean for Practice FTE .2 95,000.00     
Asst Pract Mgr Benefits 40,299.00      
Asst Pract Mgr Total Comp/Benefits 27,059.80     2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 27,060
MA 1 FTE 1.0 37,000.00     
MA 1 Benefits 15,695.00     
MA 1 Total Comp/Benefits 52,695.00     25.33           4,391 4,391 4,391 4,391 4,391 4,391 4,391 4,391 4,391 4,391 4,391 4,391 52,695
NP 1 Comp - Lead FTE 1.0 92,000.00     39.87           
NP 1 Benefits 39,026.40     3,252.20      
NP 1 Total Comp/Benefits 131,026.40   10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 131,026
NP 2 Comp FTE 1.0 80,000.00     39.87           
NP 2 Benefits 33,936.00     2,828.00      
NP 2 Total Comp/Benefits 113,936.00   9,495 9,495 9,495 9,495 9,495 9,495 9,495 9,495 9,495 9,495 9,495 9,495 113,936
RN 1 FTE 1.0 62,000.00     39.87           
RN 1 Benefits 26,300.00     2,191.67      
RN 1 Total Comp/Benefits 88,300.00     7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 88,300
Total GVSU Expenses 34,418 34,418 34,418 34,418 34,418 34,418 34,418 34,418 34,418 34,418 34,418 34,418 413,017
Total Expenses 57,049 57,049 57,049 57,049 57,049 58,360 59,671 59,671 60,458 60,458 60,458 60,458 704,777
Net Income gain/(loss) After Physician Comp & Benefits (2,449) (2,449) (2,449) (2,449) (2,449) 3,065 8,579 8,579 11,887 11,887 11,887 11,887 55,528
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60 Month Proforma (Detail)
Current Medicaid Reimbursement Rates 100% Year 3
70% Medicaid 30% Commercial Total Yr 3
July August September October November December January February March April May June
Patient Volume/day
NP 1 28 28 28 28 28 28 28 28 28 28 28 28
NP 2 28 28 28 28 28 28 28 28 28 28 28 28
RN1 5 5 5 5 5 5 5 5 5 5 5 5
61 61 61 61 61 61 61 61 61 61 61 61 732
Patient Volume/mo
Avg Days/wk Avg wk/mo
0 0 0 0 0 0 0 0 0 0 0 0 0 0 0
NP 1 5 4 560 560 560 560 560 560 560 560 560 560 560 560 6,720
NP 2 5 4 560 560 560 560 560 560 560 560 560 560 560 560 6,720
RN1 5 4 100 100 100 100 100 100 100 100 100 100 100 100 1,200
1,220 1,220 1,220 1,220 1,220 1,220 1,220 1,220 1,220 1,220 1,220 1,220 14,640
Gross Charges $/Visit
105 0 0 0 0 0 0 0 0 0 0 0 0 0
NP 1 105 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 705,600
NP 2 105 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 705,600
RN1 105 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 126,000
Total Gross Charges 128,100 128,100 128,100 128,100 128,100 128,100 128,100 128,100 128,100 128,100 128,100 128,100 1,537,200
Cash Collections Collection %
68.25             65% 0 0 0 0 0 0 0 0 0 0 0 0 0
NP 1 65% 38,220 38,220 38,220 38,220 38,220 38,220 38,220 38,220 38,220 38,220 38,220 38,220 458,640
NP 2 65% 38,220 38,220 38,220 38,220 38,220 38,220 38,220 38,220 38,220 38,220 38,220 38,220 458,640
RN1 65% 6,825 6,825 6,825 6,825 6,825 6,825 6,825 6,825 6,825 6,825 6,825 6,825 81,900
Total Net Patient Revenue 83,265 83,265 83,265 83,265 83,265 83,265 83,265 83,265 83,265 83,265 83,265 83,265 999,180
Total Facility Fee & Managed Care Capitation 0 0 0 0 0 0 0 0 0 0 0 0 0
Total Net Revenue 83,265 83,265 83,265 83,265 83,265 83,265 83,265 83,265 83,265 83,265 83,265 83,265 999,180
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Variable Expenses Variable Exp. %
(based on Gross Rev)
Expendable clinical Supplies 6.00             supply 7,320 7,320 7,320 7,320 7,320 7,320 7,320 7,320 7,320 7,320 7,320 7,320 87,840
Purchased Svc 0.05% exp 64 64 64 64 64 64 64 64 64 64 64 64 769
Purchase Svc. Ancillary 0.30% exp 384 384 384 384 384 384 384 384 384 384 384 384 4,612
Other supplies 1.18             supply 1,440 1,440 1,440 1,440 1,440 1,440 1,440 1,440 1,440 1,440 1,440 1,440 17,275
Billing Service Exp. 8.00% exp 6,661 6,661 6,661 6,661 6,661 6,661 6,661 6,661 6,661 6,661 6,661 6,661 79,934
Other Variable Expense 0.10% exp 128 128 128 128 128 128 128 128 128 128 128 128 1,537
Subtotal Variable Expense 0.00% 15,997 15,997 15,997 15,997 15,997 15,997 15,997 15,997 15,997 15,997 15,997 15,997 191,967
Fixed Expense
Non-Clinical Staff
Hours Wages Staff/MD
Collaborating Physician 0 0 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 12,000
Office Coordinator 2080 23.96 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 49,837
Asst Prac Manager - 1 FTE 2080 28.48 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 59,238
Practice Mgr - .2 FTE 416 51.35 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 21,362
0 0 0 0 0 0 0 0 0 0 0 0 0
Non-Cllinical 0 0 0 0 0 0 0 0 0 0 0 0 0
Square Feet Cost/Sq. Ft.
Building Occupancy Exp 4000 @ $0.00 0 0 0 0 0 0 0 0 0 0 0 0 0
CME/Dues/Licenses 0 exp 0 0 0 0 0 0 0 0 0 0 0 0 0
Malpractice 0 exp 0 0 0 0 0 0 0 0 0 0 0 0 0
Depreciation exp 0 0 0 0 0 0 0 0 0 0 0 0 0
Bank Fees 1250 exp 104 104 104 104 104 104 104 104 104 104 104 104 1,250
Other Fixed 2000 exp 167 167 167 167 167 167 167 167 167 167 167 167 2,000
Subtotal Fixed Exp 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 145,687
Total Non-Clinical Expense 28,138 28,138 28,138 28,138 28,138 28,138 28,138 28,138 28,138 28,138 28,138 28,138 337,654
Net Income Before Clinical Staff 55,127 55,127 55,127 55,127 55,127 55,127 55,127 55,127 55,127 55,127 55,127 55,127 661,526
mgma 50th %ile
Yr. 3-4 $ / RVU
Assoc Dean for Practice FTE .2 95,000.00     
Asst Pract Mgr Benefits 40,299.00      
Asst Pract Mgr Total Comp/Benefits 27,059.80     2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 27,060
MA 1 FTE 1.0 37,000.00     
MA 1 Benefits 15,695.00     
MA 1 Total Comp/Benefits 52,695.00     25.33           4,391 4,391 4,391 4,391 4,391 4,391 4,391 4,391 4,391 4,391 4,391 4,391 52,695
NP 1 Comp - Lead FTE 1.0 92,000.00     39.87           
NP 1 Benefits 39,026.40     3,252.20      
NP 1 Total Comp/Benefits 131,026.40   10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 131,026
NP 2 Comp FTE 1.0 80,000.00     39.87           
NP 2 Benefits 33,936.00     2,828.00      
NP 2 Total Comp/Benefits 113,936.00   9,495 9,495 9,495 9,495 9,495 9,495 9,495 9,495 9,495 9,495 9,495 9,495 113,936
RN 1 FTE 1.0 62,000.00     39.87           
RN 1 Benefits 26,300.00     2,191.67      
RN 1 Total Comp/Benefits 88,300.00     7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 88,300
Total GVSU Expenses 34,418 34,418 34,418 34,418 34,418 34,418 34,418 34,418 34,418 34,418 34,418 34,418 413,017
Total Expenses 62,556 62,556 62,556 62,556 62,556 62,556 62,556 62,556 62,556 62,556 62,556 62,556 750,671
Net Income gain/(loss) After Physician Comp & Benefits 20,709 20,709 20,709 20,709 20,709 20,709 20,709 20,709 20,709 20,709 20,709 20,709 248,509
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60 Month Proforma (Detail)
Current Medicaid Reimbursement Rates 100% Year 4
70% Medicaid 30% Commercial Total Yr 4
July August September October November December January February March April May June
Patient Volume/day
NP 1 28 28 28 28 28 28 28 28 28 28 28 28
NP 2 28 28 28 28 28 28 28 28 28 28 28 28
RN1 5 5 5 5 5 5 5 5 5 5 5 5
61 61 61 61 61 61 61 61 61 61 61 61 732
Patient Volume/mo
Avg Days/wk Avg wk/mo
0 0 0 0 0 0 0 0 0 0 0 0 0 0 0
NP 1 5 4 560 560 560 560 560 560 560 560 560 560 560 560 6,720
NP 2 5 4 560 560 560 560 560 560 560 560 560 560 560 560 6,720
RN1 5 4 100 100 100 100 100 100 100 100 100 100 100 100 1,200
1,220 1,220 1,220 1,220 1,220 1,220 1,220 1,220 1,220 1,220 1,220 1,220 14,640
Gross Charges $/Visit
105 0 0 0 0 0 0 0 0 0 0 0 0 0
NP 1 105 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 705,600
NP 2 105 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 705,600
RN1 105 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 126,000
Total Gross Charges 128,100 128,100 128,100 128,100 128,100 128,100 128,100 128,100 128,100 128,100 128,100 128,100 1,537,200
Cash Collections Collection % Net Revenue
68.25             65% 0 0 0 0 0 0 0 0 0 0 0 0 0
NP 1 65% 38,220 38,220 38,220 38,220 38,220 38,220 38,220 38,220 38,220 38,220 38,220 38,220 458,640
NP 2 65% 38,220 38,220 38,220 38,220 38,220 38,220 38,220 38,220 38,220 38,220 38,220 38,220 458,640
RN1 65% 6,825 6,825 6,825 6,825 6,825 6,825 6,825 6,825 6,825 6,825 6,825 6,825 81,900
Total Net Patient Revenue 83,265 83,265 83,265 83,265 83,265 83,265 83,265 83,265 83,265 83,265 83,265 83,265 999,180
Total Facility Fee & Managed Care Capitation 0 0 0 0 0 0 0 0 0 0 0 0 0
Total Net Revenue 83,265 83,265 83,265 83,265 83,265 83,265 83,265 83,265 83,265 83,265 83,265 83,265 999,180
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Variable Expenses Variable Exp. %
(based on Gross Rev)
Expendable clinical Supplies 6.00             supply 7,320 7,320 7,320 7,320 7,320 7,320 7,320 7,320 7,320 7,320 7,320 7,320 87,840
Purchased Svc 0.05% exp 64 64 64 64 64 64 64 64 64 64 64 64 769
Purchase Svc. Ancillary 0.30% exp 384 384 384 384 384 384 384 384 384 384 384 384 4,612
Other supplies 1.18             supply 1,440 1,440 1,440 1,440 1,440 1,440 1,440 1,440 1,440 1,440 1,440 1,440 17,275
Billing Service Exp. 8.00% exp 6,661 6,661 6,661 6,661 6,661 6,661 6,661 6,661 6,661 6,661 6,661 6,661 79,934
Other Variable Expense 0.10% exp 128 128 128 128 128 128 128 128 128 128 128 128 1,537
Subtotal Variable Expense 0.00% 15,997 15,997 15,997 15,997 15,997 15,997 15,997 15,997 15,997 15,997 15,997 15,997 191,967
Fixed Expense
Non-Clinical Staff
Hours Wages Staff/MD
Collaborating Physician 0 0 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 12,000
Office Coordinator 2080 23.96 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 4,153 49,837
Asst Prac Manager - 1 FTE 2080 28.48 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 4,937 59,238
Practice Mgr - .2 FTE 416 51.35 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 1,780 21,362
0 0 0 0 0 0 0 0 0 0 0 0 0
Non-Cllinical 0 0 0 0 0 0 0 0 0 0 0 0 0
Square Feet Cost/Sq. Ft.
Building Occupancy Exp 4000 @ $0.00 0 0 0 0 0 0 0 0 0 0 0 0 0
CME/Dues/Licenses 0 exp 0 0 0 0 0 0 0 0 0 0 0 0 0
Malpractice 0 exp 0 0 0 0 0 0 0 0 0 0 0 0 0
Depreciation exp 0 0 0 0 0 0 0 0 0 0 0 0 0
Bank Fees 1250 exp 104 104 104 104 104 104 104 104 104 104 104 104 1,250
Other Fixed 2000 exp 167 167 167 167 167 167 167 167 167 167 167 167 2,000
Subtotal Fixed Exp 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 12,141 145,687
Total Non-Clinical Expense 28,138 28,138 28,138 28,138 28,138 28,138 28,138 28,138 28,138 28,138 28,138 28,138 337,654
Net Income Before Clinical Staff 55,127 55,127 55,127 55,127 55,127 55,127 55,127 55,127 55,127 55,127 55,127 55,127 661,526
mgma 50th %ile
Yr. 3-4 $ / RVU
Assoc Dean for Practice FTE .2 95,000.00     
Asst Pract Mgr Benefits 40,299.00      
Asst Pract Mgr Total Comp/Benefits 27,059.80     2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 2,255 27,060
MA 1 FTE 1.0 37,000.00     
MA 1 Benefits 15,695.00     
MA 1 Total Comp/Benefits 52,695.00     25.33           4,391 4,391 4,391 4,391 4,391 4,391 4,391 4,391 4,391 4,391 4,391 4,391 52,695
NP 1 Comp - Lead FTE 1.0 92,000.00     39.87           
NP 1 Benefits 39,026.40     3,252.20      
NP 1 Total Comp/Benefits 131,026.40   10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 10,919 131,026
NP 2 Comp FTE 1.0 80,000.00     39.87           
NP 2 Benefits 33,936.00     2,828.00      
NP 2 Total Comp/Benefits 113,936.00   9,495 9,495 9,495 9,495 9,495 9,495 9,495 9,495 9,495 9,495 9,495 9,495 113,936
RN 1 FTE 1.0 62,000.00     39.87           
RN 1 Benefits 26,300.00     2,191.67      
RN 1 Total Comp/Benefits 88,300.00     7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 7,358 88,300
Total GVSU Expenses 34,418 34,418 34,418 34,418 34,418 34,418 34,418 34,418 34,418 34,418 34,418 34,418 413,017
Total Expenses 62,556 62,556 62,556 62,556 62,556 62,556 62,556 62,556 62,556 62,556 62,556 62,556 750,671
Net Income gain/(loss) After Physician Comp & Benefits 20,709 20,709 20,709 20,709 20,709 20,709 20,709 20,709 20,709 20,709 20,709 20,709 248,509
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60 Month Proforma (Detail)
Current Medicaid Reimbursement Rates 100% Year 5
70% Medicaid 30% Commercial Total Yr 5
July August September October November December January February March April May June
Patient Volume/day
NP 1 28 28 28 28 28 28 28 28 28 28 28 28
NP 2 28 28 28 28 28 28 28 28 28 28 28 28
RN1 5 5 5 5 5 5 5 5 5 5 5 5
61 61 61 61 61 61 61 61 61 61 61 61 732
Patient Volume/mo
Avg Days/wk Avg wk/mo
0 0 0 0 0 0 0 0 0 0 0 0 0 0 0
NP 1 5 4 560 560 560 560 560 560 560 560 560 560 560 560 6,720
NP 2 5 4 560 560 560 560 560 560 560 560 560 560 560 560 6,720
RN1 5 4 100 100 100 100 100 100 100 100 100 100 100 100 1,200
1,220 1,220 1,220 1,220 1,220 1,220 1,220 1,220 1,220 1,220 1,220 1,220 14,640
Gross Charges $/Visit
105 0 0 0 0 0 0 0 0 0 0 0 0 0
NP 1 105 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 705,600
NP 2 105 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 58,800 705,600
RN1 105 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 10,500 126,000
Total Gross Charges 128,100 128,100 128,100 128,100 128,100 128,100 128,100 128,100 128,100 128,100 128,100 128,100 1,537,200
Cash Collections Collection % Net Revenue
68.25             65% 0 0 0 0 0 0 0 0 0 0 0 0 0
NP 1 65% 38,220 38,220 38,220 38,220 38,220 38,220 38,220 38,220 38,220 38,220 38,220 38,220 458,640
NP 2 65% 38,220 38,220 38,220 38,220 38,220 38,220 38,220 38,220 38,220 38,220 38,220 38,220 458,640
RN1 65% 6,825 6,825 6,825 6,825 6,825 6,825 6,825 6,825 6,825 6,825 6,825 6,825 81,900
Total Net Patient Revenue 83,265 83,265 83,265 83,265 83,265 83,265 83,265 83,265 83,265 83,265 83,265 83,265 999,180
Total Facility Fee & Managed Care Capitation 0 0 0 0 0 0 0 0 0 0 0 0 0
Total Net Revenue 83,265 83,265 83,265 83,265 83,265 83,265 83,265 83,265 83,265 83,265 83,265 83,265 999,180
